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INFECTION OF SURGICAL WOUNDS WITH 
CLOSTRIDIUM WELCHII. 


By RicHarp GYE, PHYLLIS M. ROUNTREE, 
AND 


JOHN LOEWENTHAL, 


From the Department of Surgery, University of Sydney, 
and Royal Prince Alfred Hospital, Sydney. 


THe injuries of warfare and the wounds of civil 
accidents are frequently colonized with Clostridium 
welchii, but the proportion of cases in which the clinical 
disease of gas gangrene subsequently develops is’ fortun- 
ately small (MacLennan, 1943; Meleney, 1948). 

There is little information about the infection of 
wounds within hospitals. Lowbury and Lilly’s investiga- 
tion (1958) showed that Cl. welchii was frequently found 
inside their hospital, and that burns exposed to the 
hospital environment were commonly, although transiently, 
colonized by these organisms. They estimated that at 
least one-half of these infections were due to auto- 
infection from the patient’s own alimentary tract. In a 
small group of clean post-operative wounds no Cl. welchii 
was detected. 


A case of gas gangrene arising from theatre infection 
in an orthopedic operation was reported by Sevitt (1953), 
but almost all other reported cases have followed open 
bowel surgery; this is no doubt due to the fact that 
Cl. welchit is frequently found in the human intestine 
(Lowbury and Lilly, 1958; Meleney, 1948). 


The occurrence of two cases of clinical gas gangrene 
in clean surgical wounds in one surgical unit at this 
hospital prompted a review of the occurrence of this 
infection in the hospital from 1953 to 1960. Some 
bacteriological investigations were also made of the distri- 
bution of Cl. weichii in the hospital environment. 


Clinical Findings. 


During the seven-year period under review 16 cases 
occurred of Cl. welchit infection in clean operation 
wounds. They were distributed through the various 
surgical units. 

The infections could be classified according to clinical 
severity. In “mild” infections the signs of inflammation 
were confined to the wound edges; the general effects 
of the infection were slight so that the temperature 
remained less than 100° F. In “severe” infections the 
wound was inflamed, painful and discharged pus; the 
general toxic effects were moderately severe with fever 
greater than 100° F. The cases that developed clinical 
gas gangrene made a third group. 
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Six patients developed a “mild” infection. These cases 
included one case of axillary gland dissection, 
exploratory laparotomy, nephrectomy, arthroplasty, menis- 
cectomy and insertion of a Steinmann’s pin. Six patients 
developed a “severe” infection. The operations in this 
group included craniotomy, nephrectomy, pyelolithotomy, 
orchidopexy, inguinal gland dissection and replacement 
of a femoro-popliteal artery graft, again one case of each. 
Four patients developed gas gangrene, two after amputa- 
tion for ischemic gangrene, one after thrombo- 
endarterectomy for aorto-iliac thrombosis and one after 
amputation performed for a thrombosed femoro-popliteal 
graft. 

The performance of an operation for ischemic vascular 
disease was the only feature that was particularly 
associated with Cl. welchii infection of the wound; four 
of these five patients with Cl. welchiét infection developed 
clinical gas gangrene. The remaining operations were of 
quite diverse kinds. 

Some details of the three types of infections are shown 
in Table I. There was a clear relationship between 
the time of onset and the severity of the infections. 
Clinical gas gangrene was relatively rapid in onset, 
usually detectable by the second post-operative day. 
“Severe” infections were, on the average, apparent by 
the fifth day and “mild” infections appeared after an 
average delay of 11 days. 

In all the “mild” infections Cl. welchiti was accom- 
panied by other bacteria, particularly Staphylococcus 
aureus, which was recovered from every such wound. 
Three of the six “severe” infections were due to Cl. 
welchii alone, while from the others mixed bacterial 
growths were obtained. Of the four patients with clinical 
gas gangrene, a pure growth of Cl. welchii was isolated 
from one, and from another Staph. aureus only was 
obtained on culture. 

Only five patients had received antibiotics prophylac- 
tically. The importance of an appropriate antibiotic cover 
was illustrated by one case of gas gangrene in which 
penicillin had been given prophylactically, but in which 
a coincident infection with penicillin-resistant staphylo- 
cocci probably reduced its effectiveness. The administra- 
tion of prophylactic antibiotics may prevent the develop- 
ment of clinical gas gangrene in wounds colonized with 
Cl. welchii. This was illustrated by the following case. 


Femoro-popliteal arterial by-pass grafts had been inserted 
into both legs of a male patient aged 35 years, suffering 
from advanced occlusive vascular disease and diabetes 
mellitus. Six months later the lower suture line of the 
graft in the right leg parted and was resutured. The 
patient received large doses of erythromycin and chlor- 
amphenicol, but on the third day after operation, he 
developed wound pain and a temperature of 100°5°F. On 
the fourth day the graft thrombosed. The wound was 
opened on the seventh day and a large, well-localized 
abscess was drained, pus from which yielded on culture a 
pure growth of Cl. welchii. He made a satisfactory recovery 
from this infection. 


Six patients received gas gangrene antitoxin in 
prophylactic doses when infection was suspected. None of 
them developed clinical gas gangrene. 

Two diseases, occlusive vascular disease and diabetes 
mellitus, were associated with Cl. welchii infections; six 
patients were suffering from one or both of these 
conditions. 


Summary of Clinical Findings. 
Summaries of the case records of the four patients who 
developed gas gangrene are given. 


Case I.—The patient, a female, aged 73 years, had diabetes 
mellitus and ischemic gangrene of the foot, for which a 
mid-thigh amputation was performed. The first signs of 
infection appeared on the second day after operation and 
the diagnosis was made on the fourth day. She displayed 
definite mental confusion and had a temperature of 102° F. 
Later she developed anemia, jaundice and oliguria. Crepitus 
was absent. Radiological examination revealed the presence 
of gas. The patient was treated with penicillin and anti-gas 
gangrene serum, but died on the fourth post-operative day. 


Case II.—The patient was a female, aged 79 years, who, 
like the previous patient, had a mid-thigh amputation for 
ischemic gangrene of the foot and diabetes mellitus. The 
clinical details are identical except that her temperature 
reached only 101° F. and instead of developing anemia and 
jaundice she went into coma. She too, died on the fourth 
post-operative day. 

Case III.—The patient was a male, aged 56 years, who 
had a mid-thigh amputation for gangrene of the foot after 
thrombosis of a femoro-popliteal graft. The first signs of 
infection occurred on the third day after operation and 
the diagnosis was made on the sixth day. He had mental 
confusion, pain in the stump and a temperature of 103° F. 


TaBLz I. 
ome Clinical Details of the Three Types of Infection. 
Table Ia. 
Days after Operation. 
Type of Infection. 
Range. Mean. 
Mild (6 cases) 7-14 11 
Severe (6 cases) .. me 2-10 5 
Gas gangrene (4 cases) .. 1- 3. 2 
Table Is. 
No No 
Type of Infection. Cl. welchii Cultures 
Cl. welchii Detected. Made. 
Cl. welchii. and Others. 
Mild (6 cases). . 0 6 0 
Severe (6 cases) 3 0 0 
Gas gangrene (4 cases) 1 1 1 1 
Table Ic. 
Prophylactic Treatment Given. 
Type of Infection. Anti-Gas 
(10,000 Units). 
Mild (6 cases). . 1 0 1 
Severe (6 cases) 1 2 5 
Gas gangrene (4 cases) 0 0 
Table Ip. 
Associated Disease. 
Combined 
: Ischemic Ischemic 
Type of Infection. Vascular Diabetes Vascular 
Disease. Mellitus, Disease and 
Diabetes 
Mellitus. 
Mild (6 cases). . 0 1 0 
Severe (6 cases) 0 0 1 
Gas gangrene (4 cases) 2 0 2 


He later developed jaundice and anzemia. Crepitus was 
absent but the presence of gas was revealed by radio- 
logical examination. He was treated with penicillin and 
anti-gas gangrene serum, and by disarticulation of the hip. 
He recovered from this illness and died from myocardial 
infarction two months later. 

Case JV.—The patient, a male, aged 69 years, had an 
aorto-iliac thrombosis, for which a thromboendarterectomy 
was performed. The first signs of infection appeared on the 
day after operation and the diagnosis was made on the 
second day. He was mentally confused, febrile (the 
temperature was 102° F.) and shocked. Crepitus was present 
and radiological examination was not performed. He was 
treated for the irreversible shock and was given chlor- 
amphenicol, but he died on the second post-operative day. 

This summary reveals the following points: (i) of four 
patients who developed gas gangrene, three died as 4 
result; (ii) all patients were suffering from ischemic 
vascular disease, and in addition, two patients had 
diabetes mellitus; (iii) the diagnosis of gas gangrene was 
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made late in the course of the illness in all four cases, 
and too late in three for treatment to be of any value; 
(iv) severe mental disturbance and a high temperature 
were the earliest signs of the infections (in the diabetic 
patients the mental state was at first misinterpreted as 
being due to diabetic pre-coma, but estimations of the 
blood sugar levels gave normal values); (v) it was prob- 
able that a Cl. welchii infection could have been suspected 
much earlier in each case; (vi) gas in the tissues was 
palpable in one case and in the remainder it was visible 
on radiological examination. 


Origin of Infection. 


In the cases of gas gangrene, infection was apparent 
within a few days after surgery and it was concluded 
that it had been incurred at the time of operation. The 
incubation period was, on the average, longer in those 
patients who had serious illness but no gangrene, and 
it is more difficult to decide at what time these infections 
had been incurred, although there is evidence that some 
were operation infections. In the mild cases with late 
onset, it is probable that infection occurred in the wards, 
during the dressing of wounds. In three cases, there was 
evidence that this was so, since cultures had been made 
from these wounds prior to those which yielded Cl. welchii 
and the organisms had not been isolated from these 
earlier cultures. 


Infection in the Operating Theatres. 


In the course of a continuing study of staphylococcal 
wound infection (Rountree et alii, 1960) swabs taken from 
operation wounds just prior to closure have been cultured 
anaerobically. From a total of 228 wounds, Cl. welchii 
has been isolated on five occasions. Three of these opera- 
tions involved the intestinal tract and the clostridia may 
be regarded as the patients’ own organisms. However, in 
two operations, one for ligation of varicose veins and 
the other for lumbar sympathectomy, there should have 
been no opportunity for contamination from the patients’ 
intestines and these cases must represent contamination 
from the operating theatre environment. None of these 
five people subsequently developed any clinical signs of 
Cl. welchii infection. 

Cl. welchii was sought in swabs taken from two separate 
operating theatre suites in different parts of the hospital 
and in two wards. 


The technique used was as follows. 


Sterile cotton-wool swabs moistened with sterile 0°85% 
saline were rubbed over the surfaces to be examined. The 
swabs were transferred to cooked-meat medium and 
incubated for 96 hours at 37°C. The cooked-meat cultures 
were then subcultured onto blood agar plates containing 
100 wg. per millilitre of neomycin (Lowbury and Lilly, 1958). 
On the selective medium, after anaerobic incubation over- 
night, almost complete suppression occurs of all organisms 
except Cl. welchii, which can be readily recognized by the 
double zone of hemolysis around the colonies. All pre- 
sumptive Cl. welchii isolations were confirmed by a Nagler 
tube test. 


Table II shows the number of cultures which yielded 
growths. From Theatre A, 14 out of 24 cultures did so. 
Eleven of these came from the outer corridors of the 
theatre suite, from the wheels of trolleys used to trans- 
port patients from the wards, or from dirty linen from 
the theatre. Overshoes are worn in this theatre, and one 
pair used during the sampling yielded a positive culture 
after it had been worn for walking over contaminated 
floors. 

In the main theatre block, positive cultures were 
obtained from 54 (61%) out of 88 samples. Heavy con- 
tamination of the theatre floors and of the wheels of 
trolleys was found. The ventilating system in the roof 
was also examined and Cl. welchit was isolated at the 
outlets of the extractor fans, but not from the inlet ducts 
into the theatres. Movable equipment, such as lamps, was 
found contaminated in three out of 11 samples. In these 
theatres overshoes are not worn. The soles of the shoes 
of 30 people entering or leaving the theatres were 
examined and Cl. welchit was isolated from 25. In addi- 


tion, neomycin settle-plates were exposed for a total of 
35 hours during two operations. One colony of Cl. welchii 
only was isolated on these plates. 

It was concluded that the theatres were contaminated 
with Cl. welchii, which were probably being brought in 
and carried out on shoes and on the trolleys used to 
transport patients to and from the wards. There was 
little evidence that it was being introduced into the 
theatres through the ventilating system. With this wide- 
spread contamination of the theatre environment, the 
risk of wound contamination was obviously high. 


Infection in the Wards. 

Limited observations were made in two wards. One 
was found to be heavily contaminated at a time when 
it contained two patients with colostomies from which 
Cl. welchiit had been isolated. No Cl. welchii was isolated 
from the other ward. Observations in these wards were 
curtailed when building operations involving much excava- 
tion of soil were commenced near by. 


TABLE II. ° 
Results of Bacteriological Cultures Taken from Different Places in Hospital. 


Number Cultures 
Place from which Culture was of Cultures Yielding 

Taken. Taken. Clostridium 
Floor in theatre 8 1 
Floors in annexes .. ae 6 1 
Floor in outer corridor . 4 4 
Trolle 8 7 
Ove se 3 1 

Theatres 1-7: 
Floors in theatres 13 9 
Annexes to thea’ oe 13 3 
Apparatus in theatres .. 11 3 
and roof 6 4 
Trolley 15 10 
Shoes os 30 25 
‘ards : 

A. Floor 7 7 
B. Floor 6 _ 


Cl. welchii is regarded as a ubiquitous organism, but 
there are few reports of its distribution in hospital 
environments. Lowbury and Lilly (1958), in an extensive 
study at the Birmingham Accident Hospital, demonstrated 
its presence in the operating theatres, the casualty depart- 
ment, the wards and the corridors on many occasions. 
Our present study was of more limited extent, but we 
were able to find evidence of widespread contamination 
of operating theatres. The most likely route of entry of 
the organisms was from outside the theatres on shoes 
and trolley wheels. The donning of overshoes before entry 
into the theatres is an obvious method of reducing the 
level of contamination, and a device for the disinfection 
of trolley wheels is an urgent necessity. The occurrence 
of 16 cases of clinical infection with Cl. welchii during 
a period of seven years indicates that the risk of 
operating in a contaminated environment is a real one. 


Three definite clinical patterns of infection that follow 
Cl. welchit contamination of clean surgical wounds occur. 
Firstly, a mild form occurs late in the post-operative 
period in conjunction with Staph. aureus infection. Here 
the role of Cl. welchii is probably one of colonization 
rather than frank infection. Secondly, the severe type 
usually becomes apparent during the first post-operative 
week, and is due, in most cases, to infection acquired 
at operation: Thirdly, the fulminating or gas-gangrene 
infection displays its first signs by the third post-operative 
day and contamination occurs at the time of operation. 
Patients undergoing surgery for the treatment of occlu- 
sive vascular disease or for the ischemic complications 
of diabetes mellitus are particularly at risk. 


Antibiotics for prophylactic use are valuable for those 
patients who are at special risk. However, concomitant 
infection with antibiotic-resistant hospital staphylococci 
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is a frequent occurrence, and therefore wide-spectrum 
antibiotics such as chloramphenicol or erythromycin 
should be given. 

Early diagnosis is essential for the successful treatment 
of gas gangrene. In severe injuries the possibility of 
Cl. welchii infection is anticipated, but this hazard is 
not usually appreciated in the case of clean surgical 
wounds. Thus in each of the four cases of gas gangrene 
in this series the diagnosis was delayed until gross signs 
of the disease were present. A provisional diagnosis of 
fulminant Cl. welchii infection must be seriously con- 
sidered in any patient of the “susceptible” group who 
develops a fever and becomes mentally confused and dis- 
orientated shortly after operation. Failure to find Cl. 
welchii in a wound swab does not invalidate the diagnosis 
of gas gangrene (Douglas et alii, 1920). An X-ray examina- 
— should be made of the tissues surrounding the wound, 

as gas may be visible rather than palpable. 

In addition to the surgical treatment of gas gangrene, 
wide-spectrum antibiotics should be administered intra. 
venously. Similar antibiotics should be given to the 
patients with “severe” infection and to those patients in 
the “mild” group who, by virtue of their associated 
diseases, can be considered to be in potential danger of 
a serious infection. The therapeutic value of gas gangrene 
antitoxin has been questioned (Lindsey et alii, 1959) and 
its administration is not without risk of severe serum 
reactions, but until more information regarding its 
effectiveness is available the serious consequences of a 
gas-gangrene infection justify its use. 


Summary. 


During the seven-year period under review 16 cases of 
Cl. welchit infection of clean post-operative wounds 
occurred. Clinical gas gangrene developed in four cases 
and three of these patients died as a result of infection. 
Occlusive arterial disease and diabetes mellitus predispose 
to such infection. 

Widespread distribution of clostridia was found in 
theatres and wards. 
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HIATUS HERNIA. 


By HaMLeEy WIts0n, M.S., F.R.C.S., F.R.A.C.S., 
Prince Henry’s Hospital, Melbourne. 


Tue observations in this paper are based chiefly on 
a review of 200 cases observed between the years 1951 
and 1960. 

The cases are divided into two groups: (i) 147 con- 
secutive cases treated as in-patients in Prince Henry’s 
Hospital, 100 being treated in general medical units and 
47 personally operated upon by the writer; (ii) 53 
consecutive cases specially referred for private surgical 
treatment and personally operated upon by the writer. 

It is obvious that the latter group is a specially 
selected one, and should be quite clearly recognized as 
such in the consideration of the whole clinical picture 
of hiatus hernia. 


The first group also is, in fact, a special group, for 
it must be quite clearly understood that for every case 
admitted to hospital there are many more whose con- 
dition does not warrant admission to hospital. 


Incidence. 
Hiatus hernia is a condition which typically occurs 
in late middle age. The average age of patients on 
presentation for treatment was 59 years. 


In the whole series there were 128 females and 72 
males. A number of congenital hernie make themselves 
apparent in childhood and a further special group occur 
in association with pregnancy. 


A&tiology. 


The development of symptoms of this condition in 
middle age suggests at once that atrophic processes in 
the musculature of the diaphragm are a factor in the 
causation of the condition. 


Ficurge I. 
Normal hiatus. 


Atrophy of the right crus of the diaphragm, which is 
arranged in a sling-like fashion around the margin of 
the hiatus, brings about an enlargement of the hiatus 
between the two limbs of the sling (see Figure I). 


This enlargement having oceurred together with the 
general weakening of the tissues which is part of the 
aging process makes it possible for the positive intra- 
abdominal pressure and the negative intrathoracic pres- 
sure gradually to bring about herniation towards the 
thorax. 

These simple physiological observations are supported 


by the well-known relationship of posture, obesity, cor- 


seting and pregnancy to the severity of symptoms. 


With increasing awareness of this condition, the 
relationship of trauma is becoming a matter for not 
infrequent medico-legal discussion. 


That sudden flexion deformity can produce a variety 
of hiatus hernia is a fact, but this is really the end 
result of a small rupture of the diaphragm, and perhaps 
should not be included in the clinical entity known as 
hiatus hernia. 


To differentiate this condition there must be a clear 
history of an incident of sudden flexion of the trunk 
which was followed by the appearance of symptoms or 
signs which were not previously present. 
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Pathology. 
Types. 

The clinical entity usually referred to as hiatus hernia 
presents as four obvious types: (i) typical, (ii) para- 
esophageal, (iii) mixed, and (iv) congenital, which can 
be subdivided into the thoracic stomach variety and the 
sub-cardiac variety. By typical hiatus hernia is meant 
the usual hiatus hernia, which was encountered in 115 
cases in the series. 


It consists simply of a slide upwards of the whole of 
the sophago-gastric junction. This slide is accom- 
panied by an elongation of the peritoneal reflection from 
the under surface of the diaphragm to the cwsophagus 
as indicated in Figure II, and is entirely circumferential 
except at the bare area posteriorly. 


The phreno-esophageal ligament frequently referred to. 


does not exist. The structure so described is nothing 
more than the reflection of the peritoneum, with a vari- 
able condensation of the outer areolar connective tissue. 


Symmetrical Slide 


Ficure II. 
Typical hiatus hernia. 


Tendinous fibres will sometimes be found extending up 
from the crura, blending with the longitudinal muscle 
of the esophagus, but these are inconstant and incidental 
findings consequent upon myotomal adherence and the 
relative movement of these myotomes which occurs in 
embryonic life. 

The csophagus has two main fixed points of attach- 
ment—to the cricoid cartilage above, and to the 
esophageal hiatus below. In the typical type of hernia 
the lower end of the wsophagus becomes detached by 
stretching of the connective tissues around the whole 
circumference of the cwsophagus, and because of this 
circumferential stretching the hernia ascends symmetri- 
cally. As a consequence of this detachment and ascent, 
there is a degree of shortening of the esophagus brought 
about by contraction of the longitudinal muscle. 

The development of such a hernia causes the normal 
control mechanism of the cardia to be interfered with 
so that. regurgitation of gastric content into the eso- 
phagus occurs with abnormal ease. This results in the 
characteristic symptom of “reflux”. 

It is a well-known physiological fact that the eso- 
phageal mucosa is unable to withstand excessive contact 
with hydrochloric acid-pepsin mixture and it is the 
reaction which this produces which is the prime factor 
in the causation of esophagitis, ulceration and stricture. 
The development of esophagitis is a second factor tending 
to cause shortening of the esophagus. This shortening 


is not a congenital condition and in no way contributes 
to the causation of hiatus hernia; it is merley a conse- 
quence. 

Paracsophageal hernia is a term used when the her- 
niated pouch assumes a position alongside the eso- 
phagus. The fundamental pathology of this type is the 


L Para 


Fiecure III. 
Left paracesophageal hernia. 


same as that of the typical type, except that the 
detachment of the esophagus from the enlarged hiatus 
is not completely circumferential. Frequently the 
esophagus retains its normal attachment to the right 
side of the hiatus, possibly because of the particular 


Ficurp IV. 
Right paracsophageal hernia. 


formation of the left gastric artery in these individuals. 
This prevents elongation of the right phreno-esophageal 
attachment and as a consequence of this, the stomach 
rolls about the fixed part and assumes a position to 
the left of the esophagus as is seen in Figure III. 
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At times a paracwsophageal hernia to the right of the 
@sophagus occurs and frequently becomes of considerable 
size (see Figure IV). 

As the size of this hernia increases, it enlarges by 
what is frequently described as a rolling movement, so 
that a considerable portion of it comes to lie in front 
of the esophagus (see Figure V). 


Oesophagus | 
Anterior Jara 
Cesophageal Fouch 


_fternial Sac 


Lateral View 


Ficurs V. 
Anterior paracsophageal hernia. 


Such hernie may lie alongside an esophagus of normal 
length, but frequently such a hernia develops along with 
a typical slide so that a mixed type of hernia is pro- 
duced (see Figure VI). 

It is with these large mixed types of hernia that the 
tendinous fibres extending from the right crus to the 
longitudinal muscle of the csophagus are occasionally 
seen. This suggests that some of these may be minor 
degrees of congenital intrathoracic stomach. 

In the tabulation of these hernie no attempt has been 
made to differentiate large typical, paracwsophageal or 
mixed types. The reason for this is that there appeared 
to be no significant practical observation relevant to 
each of these types other than their common factor of 


size. 

So-called congenital hiatus hernie occur in two types, 
which are most appropriately designated in the following 
way: (i) varying degrees of intrathoracic stomach; (ii) 
herniation into a congenital deficiency in the diaphragm 
to the right of the hiatus so that the subcardiac type 
is produced. 

The term hiatus hernia, when applied to the sub- 
cardiac type, is of course a misnomer, but it is a con- 
venient term to use as this condition is one which from 
a clinical point of view must be considered along with 
the true hiatus hernie. 

It will be remembered that in early embryonic life 
there is continuity between the primitive peritoneal 
cavity and a primitive celomic recess which comes to 
be situated in the mid-line below and behind the heart. 

With the development of the diaphragm this recess is 
separated off from the peritoneal cavity and usually 
disappears, but the embryonic arrangement may persist 
in varying degree. 

This persistence may give rise to a subcardiac bursa; 
a posterior mediastinal cyst or a deficiency in the 


diaphragm to the right of the esophageal hiatus. Usually 
the right crus is present, but it may at times be absent, 
So that such a congenital deficiency and the esophageal 
hiatus become one. 

When this congenital deficiency is present to the right 
of the hiatus it is possible for the stomach to herniate 
through it by a process of rotation about the right 
crus and come to lie within a cavity situated below and 
behind the heart as indicated in Figure VII. 

Note that the assumption of this position by the 
stomach is by a process of rotation of the stomach in 
its long axis so that the greater curvature is uppermost. 
This mechanism of rotation should not be confused with 
the rolling mechanism in paracsophageal herniz. 

Not infrequently a portion of the transverse colon 
and/or small intestine may come to lie within such a 
congenital space as also may occur with the larger 
acquired types. 

Such congenital hernie can become very large and, 
in so doing, may bring about attenuation of the right 
crus which is passing behind the hernia. In one case 
it was only by careful search that the remnants of the 
right crus were found in the posterior wall of a very 
large hernial sac. 

Figure VIII shows a true lateral skiagram of a con- 
genital subcardiac “hiatus hernia”. The position of the 
right crus, about which the stomach is rotating, is 
clearly visible. 

An X-ray picture very similar to this is also produced 
by some of the large right or anterior paracsophageal 
hernie, but in these there is evident closer approxi- 
mation to the csophagus, and at operation the attenuated 
remnants of the right crus will be found passing within 
the anterior wall of the hernial sac. 


Fieurp VI. 
Mixed hiatus hernia. 


Congenital Short CEsophagus. 


While shortening of the esophagus is a common 
accompaniment of hiatus hernie, cases of true con- 
genital short csophagus are rare. With two possible 
exceptions, there were no examples of this condition in 
the series under consideration. 

The phrase congenital short csophagus has been 
applied to that condition in which, in fact, there is no 
actual shortening of the esophagus, but an excess of 
columnar epithelium in the lower part of the esophagus. 
The use of such phraseology to describe this condition is 
completely unjustified, but an acceptable alternative is 
difficult to decide upon. 
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It is of importance to be aware of this condition as 
many of the symptoms and consequences of hiatus 
hernia can result from it, without there being any 
hiatus hernia at all. It is possible that this is one of 
the causes of the symptom complex of acne rosacea. 


Csophagitis. 

Irritation by acid and pepsin results in a chemical 
type of inflammation of the mucosa of the esophagus. 
Frequently there is erosion of the mucous membrane, 
but only occasionally does an ulcer of classical peptic 
type develop in the esophagus. Inflammation, which is 
initially mucosal, comes to involve the whole csophageal 
wall and results in considerable edematous thickening. 
A consequence of this inflammation. is extreme fragility 


of the muscular coats of the wsophagus—a point of 


great practical importance. 


If the inflammation is prolonged there results con- 
siderable fibrotic thickening, so that a large fibrous 
fusiform mass is produced, together with stricture for- 
mation. Such strictures may be of some length, but 
frequently are very short and situated at the lowermost 
part of the wsophagus. To the chemical csophagitis 
there is added a degree of bacterial infection which 
results in the enlarged lymph glands frequently seen 
along the course of the left gastric artery. It is suggested 
that this lymphadenopathy produces some of the epi- 
gastric discomfort of which patients with this condition 
complain. 


Modes of Presentation. 


Hiatus hernia used to be referred to as “the mas- 
querader of the upper abdomen”, but gradually the 
pattern presented by this disorder has emerged, so that 
now a reasonably clear-cut entity is recognizable. The 
manner in which the cases in this series presented 
together with their incidence is shown in Tables I 
and II. 


VII. 
Subcardiac “hiatus” hernia. 


Table I is the more important, as it shows a con- 
secutive series of 147 patients who were admitted to 
hospital and all subsequently shown to have hiatus 
hernia. Of these 147 patients 47 were referred for sur- 
gical treatment. 

Table II is separated because it shows no relationship 
to any number of cases treated medically. Fifty-three 
consecutive cases were taken for review to make up the 
total of 200. 


“Reflux.” 


The most characteristic and most frequent symptom 
and mode of presentation of “typical” hiatus hernia is 


“reflux”, By “reflux” is meant the burning sensation 
localized by the patient in the region of the lower part of 
the wsophagus consequent upon regurgitation of gastric 
contents into the esophagus. So frequent is this symptom 
that its absence in a patient with a “typical” hiatus 
hernia should immediately suggest the possibility that 
the hernia is not the real cause of the patient’s 
symptoms. 

In the present series, the well-known relationship 
between the size of the hernia and reflux is apparent. 
The larger a hernia is or becomes, the less marked 
will be reflux, and the more marked will be such 
features as true pain, anemia, blood loss and dysphagia. 


Figure VIII. 
Lateral skiagram of subcardiac “hiatus hernia”. 


A characteristic of reflux is that it is related to changes 
of posture; almost invariably it is stated to be made 
worse by lying down or by movements involving 
bending. 

Great care must be exercised in questioning about this 
symptom, as everybody experiences at some time the 
regurgitation of gastric content into the «esophagus. 
However, it will be found that the patient with a hiatus 
hernia will readily volunteer this information and will 
make much of it. 

Discomfort. 

Discomfort of a vague type in the epigastrium is 
complained of by nearly all patients. It varies in degree 
and is badly described. This very vagueness is in itself 
characteristic, as it does not have the definite periodicity 
of peptic ulcer. pain, nor does it have the relationship 
to ingestion of fat found in biliary disorders. 


. Epigastric Pain. 

Most patients with hiatus hernia who have any 
symptoms will complain of “pain”, but great care must 
be taken to ascertain just what is meant by pain and 
what precisely are the characteristics of the sensation 
complained of. Mere discomfort and “reflux” are fre- 
quently described at first as pain, and it is only with 
most careful questioning that the precise character of 
the sensation is revealed. 
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Epigastric pain, when it is experienced by these 
patients, is localized very high in the epigastrium in the 
region of the xiphisternal notch, and frequently passes 
through to the interscapular region. This pain is 
episodic, frequently severe and apparently related to 
distension of the hernial pouch. 

Differentiation of the foregoing triad (“reflux”, dis- 
comfort and pain) requires meticulous care in history- 
taking. A perusal of hospital records as has been 


TABLE I. 
Modes of Presentation—Hospital Series. 
or Hamper Type of Hernia. 
Reflux ” 
51 39 12 
ic 
B loss and anz 56 23 33 
12 4) 8 
Preco pain. 15 10 5 
Dyspnea .. 3 Nil 3 
Sunary symptoms aé 10 4 6 
Total 80 67 


1 Of these four cases, one was of an early stricture and one was of a true 


TABLE II. 
Modes of Presentation—Private Series. 


Dominant, or Humber Type of Hernia. 
Cases. Typical. Large. 

Reflux ” 
Epigastric discomfort or F 29 25 4 
Epigastric pain 
Sun symptoms Nil 

Total as Pe és 53 35 18 


undertaken in this series fills one with despair, as so 
often these three symptoms are not differentiated. It is 
for this reason that “reflux” epigastric discomfort and 
epigastric pain have been grouped together in the 
tabulation. 

Blood Loss and Anemia. 

The association of slight, prolonged bleeding and of 
small hematemeses and melene with hiatus hernia is 
well known. As a consequence of this blood loss many 
patients manifest a marked degree of microcytic hypo- 
chromic anemia. What is not generally realized is that 


severe hematemesis does occur quite often as a result 
of a hiatus hernia. 

In the 200 patients under review in this paper, there 
were 67 who were admitted to hospital with a diagnosis 
of anzwmia, hematemesis and/or melena. The high 
incidence of these conditions is even more apparent if 
only the 147 public patients are considered, for in these 
there were 56 who were admitted for anemia, hemate- 
mesis or melena (the higher percentage in this group 
is accounted for by emergency admissions). Almost all 
these patients had be »2 admitted to hospital on a number 
of occasions for the same trouble, and some of them 
had severe hematemesis. 


One patient, a female, aged 77 years, had for a number 
of years suffered from hzmatemesis. Investigation had 
been thorough, and the only abnormality found was a 
large paracesophageal hernia. This patient was finally 
submitted for surgery when the bleeding was obviously 
not controlled, after having had 11 pints of blood within 
five days. At operation there was. no external evidence 
of ulceration in this patient. After operation, the bleeding 
stopped and she has remained well since. 


TABLE III. 
Patients Presenting with Blood Loss or Anceemia—Combined Series. 
= or Number Type of Hernia. Other Possible 
ign. , of Cause 
Typical. Large. Found. 
Anemia aie 26 7 19 3 
Hematemesis .. 31 15 16 5 
Melena .. - 10 5 5 1 
Total $i 67 27 40 9 


All of these patients did have hiatus hernie and ail 
were competently investigated to exclude other causes 
of anemia and bleeding. In nine cases only were other 
possible causes actually found. 

Even if one allows for deficiencies in investigational 
procedures it is apparent from these figures that severe 
anemia, hematemesis and melena are more common 
than is generally realized. 

This incorrect impression probably arises from lack 
of uniform criteria of what constitutes a severe degree 
of blood loss. In cases of revealed bleeding a practical 
criterion of severity appears to be the necessity for a 
blood transfusion. Others have stated that the necessity 
for a transfusion of a minimum of five pints of blood 
indicates a severe degree of blood loss. This criterion 
seems extreme. 

Of the 67 patients presenting in this way, 19 were 
treated by repair of the hernia. These results are shown 
in Table IV. 


TABLE IV. 
Results of Surgery in Cases of Blood Loss or Anemia. 
Number of Type of Hernia. vase Period of Observation 
Symptom or Sign. Cases. Number. Result. after Operation. 
Typical. Large. 
Anem 9 2 7 I Cure. 5 years. 
Il Cure. 4 years. 
Ill Death. Died at operation from torn aorta. 

IV Cure. 4 years. 
Vv Cure. 4 years. 
VI Cure. 4 years. 
Vil Cure. 3 years. 

** Cure.” Insufficient follow-up. 

Ix Cure.” Insufficient follow-up. 
temesis 8 4 4 I Cure. 7 years. 
— II Cure. 4 years. 
Itt Cure. 3 years. 
IV Cure. 3 years. 

‘ailure. 

VI “* Cure.” Insufficient follow-up. 

Vil “ Cure.” Insufficient follow-up. 

Vill Cure.” Insufficient follow-up. 
elena 2 1 1 I Cure. 3 years. 
II Cure. 3 years. 


Total oe ee oe 19 7 


12 


oo. 


a 
ci 
d 


e. 
is 
bl 
te 
di 
ulcer. 
Hi 
sp 
ye 
the 
ex: 
sul 
an 
pas 
occ 
of 
me 
los 
1 
sat 
ph 
loc: 
eve 
acc 
per 
T 
ges 
her 
by 
It 
dys 
suc] 
had 
of 
Tr 
17 
= 


May 27, 1961 


THE MEDICAL JOURNAL OF AUSTRALIA 


769 


It is easy to say that these cases were of isolated 
incidents of bleeding, but they were not. The period 
over which most of these patienis bled before operation 
was, in fact, considerable; furthermore, a study of similar 
eases treated medically, as indicated in Table V, shows a 
very different picture. No criticism is implied by this 
observation, as a considerable number of these patients 
were suffering from conditions such as cardiac failure, 
arteriosclerosis or senility in addition to a hiatus hernia, 
which in themselves were good contraindications to 
surgical treatment. 

Perhaps it is speculation, but it seems logical to con- 
clude that the persistence of these conditions, while not 
bringing about death as a direct consequence, must have 
an effect in causing ill-health and shortening life. These 
eases are of value in showing the natural history of the 
disorder if it is not treated. 

The precise cause of the bleeding is uncertain, as it 
is rare to find an actually palpable ulcer in a hernial 
pouch. It seems logical to suggest that in slow, prolonged 
bleeding, the mechanism is one of congestion comparable 
to gastrostaxis, and that large blood losses are, in fact, 
due to an actual erosion. 


TABLE V. 
Results in Cases of Medical Treatment Only. 


Symptom or ar pad Type of Hernia. 
Cases. Typical. Large. 


Result. 


Continued anemia. 


Hematemesis repeated (15 
cases). 


of 
temesis (1 case). 

Death due to hematemesis 
from erosion in pouch 
(1 case). 


Melzna repeated (5 cases). 
No 


Total 


Concerning the cause of anemia there has been some 
speculation and a degree of research. There has not as 
yet been produced any conclusive evidence to show that 
the anemia is not the direct result of blood loss. 


Although some of the anemic patients at the time of 
examination had no evidence of bleeding, they were all 
suffering from the microcytic hypochromic type of 
anemia; they were all post-menopausal females or males 
past middle age. Microcytic hypochromic anemia 
occurring in such individuals is an iron-deficiency type 
of anemia. Iron-deficiency anemia in males and t- 
menopausal females is almost invariably due to blood 
loss (de Gruchy, 1958). 


Dysphagia, 

This symptom is described by the patient as a sen- 
sation of food sticking at the lower end of the eso- 
phagus. Usually the site of obstruction is accurately 
localized and indicated by a gesture of the hand. How- 
ever, at times the complaint is of food stopping at the 
upper end of the esophagus, which no doubt is an 
accurate observation, and which indicates inhibition of 
peristalsis by a lower wsophageal lesion. 

The clinical material under review in this paper sug- 
gests that the presence of dysphagia indicates either a 
hernia of some size or a hernia which is complicated 
by spasm, ulceration or stricture. 

It is not uncommon to find that a patient who has 
dysphagia has little or no reflux; on closer questioning 
such a patient will often reveal that previously there 
had been reflux, but that pari passu with the development 
of dysphagia the reflux had disappeared. 

In Tables I and II, it will be noted that there were 
17 patients whose presenting complaint was dysphagia. 


In 11 of these the hernia was large, and in two of the 
six classified as small there was an early stricture in 
one and a true ulcer in another. 


Precordial Pain. 

The classical “anginal’’ mode of presentation is not 
as common as is popularly believed. In the whole series 
it occurred in 23 cases. When it occurs it is a cause 
of considerable difficulty. Here again the greatest help 
is obtained by meticulous care in history-taking. Fre- 
quently a patient states that pain of typical anginal 
distribution is brought on by exertion, but on close 
questioning it will be found that it is exertion of a 
particular type, involving flexion and an increase of 
intraabdominal pressure, which produces the pain. It 
will be found also by questioning about prolonged upright 
exertion, such as walking up a hill, that the pain is 
not produced as it is in true angina. 

A further source of confusion is brought about by the 
presence of a hiatus hernia in a patient who, in fact, 
also has ischemic heart disease. This naturally is a 
relatively common finding in patients of this age group. 
The electrocardiographic evidence has to be carefully 
studied, Patients with hiatus hernia associated with 
precordial symptoms frequently exhibit inversion of the 
T wave. If this is the only electrocardiographic change, 
then it is presumptive evidence that a hernia is the 
cause of the symptoms. 

If there are other electrocardiographic changes, then 
these are due to a coexistent state of cardiac ischemia 
or other cardiac disorder, and a decision upon the cause 
of the symptoms must be made upon an evaluation of 
other data. 

It has been stated that if a patient has “anginal pain’, 
with pain referred as far as the fingers, that the cause 
is cardiac and not due to the hernia. This is incorrect. 
Pain of the anginal type with radiation to the finger 
tips was present in one of the patients of the series who 
had a hiatus hernia and who had no evidence of ischemic 
heart disease whatsoever. High epigastric pain and low 
retrosternal pain should be differentiated from pain 
situated over the precordium. High epigastric pain and 


_low retrosternal pain tend to be referred through to the 


back, whereas precordial pain tends to have a more 
“anginal” pattern. 
Dyspnea. 

This is a symptom in cases in which hiatus hernia is 
associated with anemia, but classically it is associated 
with the very large types of hernia. It is brought about 
by compression of lung tissue and cardiac displacement. 


Obstruction. 


Intestinal obstruction is a mode of presentation, but 
there was no example in the series under review. 

All patients who presented in these several ways had 
various combinations of these symptoms in addition to 
those which brought about. their presentation. 


Treatment. 


It is well known that many people have hiatus hernie 
which are completely symptomless and uncomplicated. 
It is almost true that a symptomless hernia is uncom- 
plicated. Such herniw require no treatment, Treatment 
is indicated when a patient’s well-being is interfered 
with in-any of the ways indicated in the section on 
modes of presentation. 

In the first instance, the method of treatment is always 
medical. In general practice it will be found that the 
great majority of hiatus hernie can be treated very 
adequately by medical measures. Such measures should 
inelude weight reduction, avoidance of bad corseting, 
an elevated sleeping posture and the ingestion of alkaline 
or gel preparations. Alkaline preparations in sweetened 
tablet form which can be sucked frequently give more 
prolonged relief than fluid preparations which are passed 
rapidly into the stomach. Perhaps this is due to saliva 
production as much ag to their alkalinity. No very hot 
food should be eaten and the ingestion of condiments, 
spices and alcohol should be avoided as far as possible. 
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Indications for Surgery. 
Discomfort. 

Prolonged discomfort in its various forms and in severe 
degree which does not respond to medical treatment is 
an indication for surgica] treatment. The assessment 
of the severity of the symptoms must be correlated 
with the degree of risk, the pain and discomfort, the 
time in hospital and all other matters related to the 
actual procedure of surgical correction. It is obvious 
that the physician in charge of these patients must have 
a clear concept of all these matters. If the physician 
in charge does not know exactly what surgical treat- 
ment involves, then he is in no position to give good 
advice. There is a tendency to magnify the severity of 
the surgical procedure and to overlook the disastrous 
effect upon an individual of unremitting discomfort 
and the prolonged ingestion of medicaments! 


Blood Loss and Anemia. 

Chronic blood loss resulting in marked and persistent 
hypochromic anemia is an indication for surgical correc- 
tion in itself. In lesser degree it will be one of the 
factors to be considered in the whole. symptom complex 
of any individual suffering from hiatus hernia. Repeated 
severe blood loss by hematemeses and/or melena is an 
indication for surgical correction. 


@sophagitis. 

By the time radiographic evidence is present of cso- 
phagitis most patients are in need of surgical correction. 
(Esophagitis may be observed by csophagoscopy before 
it is evident radiographically. sophagitis which is 
evident only on wsophagoscopy is not incompatible with 
efficient treatment by medical measures, but caution and 
watchfulness are clearly indicated. 


Ulceration. 


Ulceration of the wsophagus is usually indicative of 
a marked degree of esophagitis and indicates the desira- 
bility of early surgical treatment. 


Stricture. 


The presence of a stricture indicates the urgent need 
for surgical correction by one means or another. The 
avoidance of the development of a stricture is one of 
the purposes of advising treatment as soon as symptoms 
and signs warrant it. Once a stricture has developed, 
the condition is changed from one which is relatively 
easy to treat to one which is extremely difficult. The 
presence of a stricture introduces another subject, with 
its own particular surgical problems, which will not be 
dealt with in this paper; only cases treated by simple 
repair of the hernia are included in the series. 


Dyspnea. 
Occasionally cardio-respiratory reserves are so reduced 
by the mere size of a hernia that surgical treatment is 
indicated. 


Gastric or Intestinal Obstruction. 
Gastric and intestinal obstructions are rare, but when 
they occur, they constitute obvious indications for sur- 
gical correction. 


Radiographic Evidence of Ulceration, 


Radiographic evidence of ulceration or filling defect 
in a hernial pouch is an indication for surgery. 


Principles of Surgical Procedure. 

Surgical repair of a hiatus hernia should be one of 
the most satisfactory procedures in the repertoire of any 
good gastroenterological surgeon. If it is not, then either 
the procedure is not being executed properly or there 
has been faulty selection of cases. 


Concerning the method of approach to the site of a 
hiatus hernia, there has been much futile discussion. 


There igs no universally “best” method of approach. An 
abdominal or a thoracic approach must be used according 
to the dictates of the particular circumstances of any 
individual case. In the 100 cases treated by surgery, a 
thoracic approach was used in 77 and an abdominal 
approach in 23. If there is a question of double pathology 
or uncertainty in diagnosis then an abdominal approach 
should be made. Cases of blood loss associated with 
hiatus hernia will frequently require such an approach. 


However, it will be found that with increasing experi- 
ence of hiatus hernia, and also of other conditions of the 
upper abdomen, the number of occasions in which there 
is doubt will become less frequent. 

Under no circumstances should the abdominal route 
be employed if there is any evidence of csophagitis, 
ulceration, or stricture. This holds true even in the 
presence of doubtful or double pathology. 

If there is the possibility of any lethal abdominal 
condition being present in a patient with a hiatus 
hernia complicated by esophagitis, ulcer or stricture, 
then such lethal abdominal condition must be dealt with 
first. At a later date, the complicated hiatus hernia 
should be dealt with by a transthoracic procedure. 

The only exception to this is the case in which the 
upper abdominal incision which has been made to deal 
with the abdominal condition can be extended into the 
thorax so that clear vision of the lower part of the 
esophagus is obtained. 

The reason why any hiatus hernia complicated by 
esophagitis must be treated by a transthoracic pro- 
cedure is that there is a segment of wsophagus which is 
inflamed and cdematous. When such is the case, the 
muscular coat tears circumferentially with extreme ease 
and the mucous membrance, which is the tough layer 
in the esophagus, elongates like a piece of macaroni. 
In addition to the fragility of the muscular coat there 
may be shortening of the csophagus as previously 
described. Cases such as this, when operated upon from 
the abdomen, are exposed to the tremendous hazard of 
unobserved tearing of the csophageal musculature, with 
the inevitable development of mucosal necrosis with 
consequent fistula, mediastinitis and usually rapid death. 

It seems most desirable that all such complicated cases 
be dealt with by a method in which the inflamed 
esophagus is under vision and where elongation of the 
uninflamed upper esophageal segment can be brought 
about safely to enable the reduction of the hernia into 
the abdomen. 

To avoid these tremendous hazards considerable tech- 
nical difficulties would be tolerated, but in fact there 
are no great technical difficulties in the repair by the 
transthoracic route. On the other hand any surgeon 
of experience knows that more often than not the 
approach to the hiatus by the abdominal route is 
extremely difficult. This has led to the use of a method 
whereby the hiatus is closed anterior to the wsophagus. 
There are possibly some objections to this anterior 
closure of the hiatus, but at times it is the only prac- 
tical and sure method of closing the hiatus and bringing 
about fixation of the stomach below the diaphragm. 


Precise surgical details and the reasons for them do 
not come within the scope of this paper. 


After transthoracic repair of an uncomplicated hiatus 
hernia it should be anticipated that the patient will be 
fit to leave hospital on the tenth post-operative day. All 
patients should get out of bed on the third day and all 
should have vigorous physiotherapy. 


The old procedure of phrenic avulsion still has a very 
small place in the treatment of hiatus hernia. There 
are some very old or otherwise incapacitated patients 
upon whom surgery is undesirable but who are made 
more comfortable by this procedure. It was performed 
four times in this series, with worthwhile benefit in each 
case. 
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Results of Surgical Treatment. 


As with other hernie, the results can only be good 
or bad. Bad results are due to bad diagnosis or bad 
technique. In the present series, there were five known 
bad results, Two of these were due to recurrence of the 
hernia demonstrated by radiological means and by 
reappearance of symptoms. Three were bad because of 
incorrect assessment of symptoms and signs. One of 
these patients was, in fact, suffering from ischemic 
heart disease, and one from a psychosis, and the third 
was later shown to have a duodenal ulcer. 


In the remaining cases, so far as is known, the results 
are good. Sixty-seven of the cases were followed up for 
a minimum of two years, 18 have been operated upon 
less than two years ago and contact has been lost with 
12. There were three deaths. 


It is possible that there have been bad results other 
than those listed here; nevertheless, the pattern of 
results compares very favourably with that presented by 
other post-operative observations such as those made in 
the case of operations for inguinal hernia. 

Relief of symptoms has been excellent, so that as a 
group these patients are regarded as being very satis- 
factory. 

A complicating feature which must be watched for in 
the immediate post-operative period is dysphagia. This 
seems to be a frequent temporary sequel to a satisfactory 
repair. This condition is easily rectified by passing 
Hurst’s mercury-laden graduated dilators. Usually one 
post-operative dilatation is adequate. This condition 
must be watched for and regular post-operative visits 
insisted upon until it is quite certain that the repair 
has not been too “snug”. Seventeen of the cases required 
such dilatation. 

The three deaths were due to pulmonary embolism, 
coronary occlusion and tearing of the aorta. The last- 
mentioned patient was suffering from gross tuberculous 
kyphosis and malnutrition. The stomach reached to the 
arch of the aorta and the esophagus was grossly inflamed 
and shortened. 


Summary. 

1. The four types of hiatus hernia are described. 

2. The important relationships of anatomy and eso- 
phagitis to shortening of the csophagus are discussed. 

3. The modes of presentation as revealed by an 
analysis of 200 cases indicate the frequency of “reflux”, 
and emphasize the importance of meticulous history- 
taking in the elucidation of the precise nature of the 
“pain” of which complaint is made. 

4. Blood loss and anemia are shown by this series to 
be very much more common and very much more severe 
than is generally realized. Lack of uniform criteria of 
what constitutes a severe degree of blood loss probably 
accounts for this incorrect impression. 

5. Dysphagia is shown in the series to be related to 
the size of the hernia or the development of complica- 
tions such as esophagitis and stricture. 

6. Precordial pain is shown to be not as common as 
is frequently thought. 

7. The importance of medical treatment is emphasized, 
and an attempt has been made to place in true perspec- 
tive the role of surgical treatment. 

8. The importance of adopting the best surgical pro- 
cedure as indicated by the facts in each individual case 
is emphasized, 

9. The great danger of unrevealed tearing of the 
esophagus in complicated cases is pointed out. 

10. The results as indicated in the series appear 
good, and it is claimed these are due to careful selection 
of cases and meticulous care in surgical details. 


Reference. 


De GruocHy, G. C. (1958), — Hematology in Medical 
Practice”, Blackwell, Oxford. 


THE PSYCHIATRIST AND THE PUBLIC.* 


H. M. Sovguwoop, M.D., M.R.A.C.P., 
President of the Australasian Association of Psychiatrists. 


WHILE ordinarily psychiatry is a very private matter 
between doctor and patient, for many years now the work 
that we do has received considerable publicity. Whether 
this publicity is good or bad for the community and for 
psychiatry is part of my subject, and particularly I want 
to refer to the concept of mental health which has caused 
some confusion about the function of psychiatry. While 
one might think that mental health and mental illness 
were simply terms with opposite meaning, some assert 
that mental health is something very much more than 
the mere absence of mental illness. At the same time 
many extravagant statements have been published about 
divorce, delinquency, crime and even apathy being caused 
by mental illness, or actually being mental illnesses in 
themselves. When we add to this the ever-recurring 
judicial argument about criminal responsibility and 
insanity, the man in the street might be forgiven for 
being confused, and the psychiatrist, who is normally 
content to go about his business of treating sick people, 
is tempted to shrug his shoulders and not protest when 
he hears inaccurate statements on his radio and reads 
- his newspaper the most misleading articles about mental 
Iiness. 

Yet if we do not protest, the public statements made 
about mental health and mental sickness, which present 
the most confused picture, are likely to obscure whatever 
pretensions to a scientific basis psychiatry may have. Are 
we to forgive every misleading public statement on the 
ground that it may help to raise money? If so, our 
ethical standards are no higher than those of the news- 
papers who publish them. Are we to correct these state- 
ments by writing to the papers themselves? If so we 
are likely to create only another distasteful public quarrel 
similar to the recent general-practitioner-surgeon contro- 
versy in New South Wales. Are we to hold fast to 
the belief that what is true will eventually prevail, and 
therefore continue to maintain a dignified silence? If so, 
and I think this is our only proper attitude to the public, 
we at least have to see that our professional friends 
and colleagues know where we stand. 


It is partly for this reason I have chosen to examine 
some of the notions which have been promulgated about 
psychiatry, mental health and mental illness in recent 
years. 

Mental Illness. 


One of the first sourees of confusion is the matter 
of definitions. What is mental illness? It is true that 
we have no very satisfactory definition of mental illness, 
and this situation has bothered some psychiatrists to 
the extent that they have claimed that the whole concept 
of mental illness is invalid. However, no one should be 
misled by the difficulty of definition into imagining that 
there are no such people as the mentally sick. Although 
no single symptom or sign is positive, unequivocal evidence 
of mental illness, ordinarily we have no difficulty in 
deciding who is and who is not suffering in this way. 


A hundred years ago Trousseau said that there was 
no such thing as disease, only sick people, and although 
he was talking of physical disease, the same applies to 
the mental sphere. It is good to remember that the words 
“mental illness” are only a convenient way of naming 
the disability of certain types of sick people, because 
this directs our attention away from abstract concepts 
and towards the people we treat. 

Besides the people whom we agree to call mentally sick, 
psychiatrists are involved with three other classes of 
people: the neurotic, the person with a character disorder, 


1An abridgement of the presidential address to the Austral- 
asian Association of Psychiatrists, delivered at Adelaide in 
October, 1960. 
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and the person whose behaviour is incurring the dis- 
pleasure of society. 


The notion of character disorder owes it existence as 
a psychiatric field largely to the psychoanalysts. These 
workers found in the course of their investigations and 
treatment of sufferers from neurosis that the patient’s 
character commonly underwent changes as his symptoms 
abated and his self-knowledge increased, and we gradually 
came to see that the states of mind which produced 
neurotic symptoms in some people, in other cases were 
responsible for patterns of behaviour, which, while not 
necessarily criminal or antisocial in any way, were often 
regretted by the person. These patterns of behaviour 
were capable of being changed by psychoanalysis, so the 
concepts of character disorder and character analysis came 
into being. We have to recognize that, as with neurosis, 
sufferers from character disorder undoubtedly exist, but 
to say they are suffering from mental illness is likely 
to be grossly misleading, especially to lay people. 

From the recognition of these cases of character dis- 
order, in which the person is able to see that his ways 
of life are inconsistent and not in his best interests, and 
yet is unable to change himself, it was but a step to 
a consideration of a fourth group, those people whose 
behaviour, while apparently consistent, rational and sane 
enough, is disapproved of by other people. 


It seemed reasonable to suppose that these people too 
could have their characters changed by psychological 
treatment. A good deal of work has been done by 
criminologists, psychologists and psychiatrists investigat- 
ing the histories, characters and motives of criminals, 
and sometimes it is indeed the case that psychological 
treatment can result in a criminal’s way of life being 
changed for the better. However, there are many factors 
that prevent us from saying that psychiatrists can usually, 
or even often, cause a criminal to reform. Without going 
into the practical difficulties of treatment, it is clear 
that it would be a still further extension of the meaning 
of the words “mental illness” to say that crime is caused 
by mental illness. Most people who break the law appear 
to be perfectly sane and sensible in the ordinary meaning 
of these words, and it is obviously begging the question 
to argue that crime is a disease and therefore people 
who commit crimes must be sick. 


The unconscious motives which psychiatrists discover 
behind criminal acts are no more or less pathological than 
those that underlie the most praiseworthy activities, and 
the fact that some criminals seem to the psychiatrist 
more capable of being helped than others does not mean 
that these people are less blameworthy. While psychiatrists 
are, I hope, all in favour of people being law-abiding, it 
is not our proper function to make them so. If a law- 
breaker asks us for help in his effort to rehabilitate 
himself, and if a parent consults us about his delinquent 
child, we try to assist; but to regard ourselves as agents 
of society and to set about indoctrinating these people, 
even with good principles, would be contrary to our 
scientific attitude. It smacks too much of “brain-washing”’. 
Our task, I believe, is to help our patients while main- 
taining a neutral position, rather than to try to sway 
them to our own ways of thinking, no matter how correct 
we believe our ideas to be. 


Of course, there are difficult ethical questions here. 
What constitutes help? Clearly we cannot help the patient 
commit suicide or otherwise break the law, and we can 
honestly point out that law-breakers are seldom happy, 
but there is still a distinction between acting for the 
patient and acting for the State or for society generally. 
But, of course, while we in general are orientated about 
patients’ needs rather than those of the State, in the 
interests of the health of the community we have long 
made it our business to advise the public how illness 
may be avoided. 

So much then for what I might call the ordinary 
orthodox situation between the psychiatrist, the State and 
the public. 


Mental Health. 
The words “mental health” which, as I have said, one 
might have supposed simply to mean absence of mental 
illness, and therefore to be a label for the state of those 


' people who were not out of their minds, have been used 


in a variety of ways. 

Cynics have noted how “madhouses” became “lunatic 
asylums”, then “mental hospitals” and now “mental health 
clinics”, without obvious change in structure or function, 
and have concluded that “mental health” is only a 
euphemism for madness. Others appear to think that 
psychiatry is not concerned with the prevention of mental 
illness, and therefore use the words “mental health” to 
cover the prophylactic aspects of our work. However, if 
we are to judge by what appears in mental health 
literature, “mental health” as a concept has long out- 
grown these ideas. : 


In the early post-war years the World Health Organi- 
zation was created, with its now famous statement: 


Health is a state of complete physical, mental and 
social well-being, and not merely the absence of disease 
or infirmity. 


As the statement of an ideal there does not seem much 
wrong with this, as long as we do not examine it too 
closely, or try to do anything about it. We doctors 
are used to treating sick people and advising people how 
to avoid sickness; what else is there to do? In the 
physical sphere, after we have made everyone free from 
disease and infirmity and told them as best we can how 
to avoid such things, we can perhaps teach people to 
increase their muscular power and improve their digestion 
and sleep more soundly and a few odd things like this; but, 
after all, if they are free from disease and infirmity 
they are doing pretty well. 

When we come to mental health there is much more 
difficulty in agreeing about what to aim at. The mental 
hygiene movement began in 1908, and it is clear that 
in those days the words “mental health” simply meant 
the absence of mental illness. The objectives of the 
original mental hygiene body, the Connecticut Society, 
as stated at its inception, sounded wholly admirable: 


1. To work for the conservation of mental health; 

2. to prevent nervous and mental disorders and 
mental defects; 

3. to help raise the standards of care for those 
suffering from any of these disorders or defects; 

4. to secure and disseminate reliable information 
of these subjects; 

5. to cooperate with federal, State and _ local 
agencies or officials and with public and private 
agencies whose work ‘is in any way related. 


But as time went on, these laudable objectives becamie 
outmoded. In 1933, the president of the same society 
made the extraordinary statement that it was 


. . . the innumerable minor emotional maladjustments, 
hampering us all in our daily lives, which constitute 
the real burden. 


He continued: 


The thousand petty fears, jealousies, prejudices and 
inhibitions which keep us, hour by hour, from com- 
plete internal harmony, and from a just and perfect 
reaction to the persons and conditions that surround 
us—here is the supreme problem of mental hygiene 
. . . It is on mental hygiene thus widely interpreted 
that the basis of a new industrial order must be 
founded. There are few disputes between capital and 
labour that could survive a discussion about the same 
table by employers and employees, both free from 
inferiority complexes and defense reactions. In inter- 
national affairs the same thing holds true .. . It is 
a supreme value of the League of Nations that it 
constitutes a great experiment in mental hygiene. 


This remarkable jump from the simple task of aiding 
the mentally sick to taking on all the troubles of the 
world seems to have passed comparatively unnoticed at 
the time, but since the war we have heard more and 
more of this new concept of the task of mental health 
bodies. 
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The World Federation for Mental Health came into 
being in 1948, and most of the remarks made at the initial 
meeting were very sound. Professor Ferguson Rodger 
from Glasgow, for example, said: 

Our progress in education and propaganda towards 
mental health will be more certain, and in the long 
run more rapid, if we never venture beyond what 
we know with reasonable certainty and if we resist 
the temptation to oversell the capacities of our experts 
or the effectiveness of our remedies. 


Dr. George Stevenson of New York said the objectives 
of a mental hygiene plan were to see that the mentally 
ill received humane care and scientific treatment, that 
the causes of mental illness were removed as far as 
possible and that the mental health of the population 
was maintained at the highest possible level. 

No one, I imagine, could disagree with such manifestly. 
worthwhile objectives. But there was also noticeable at 
this time the same trend as we have noted occurring in 
the United States of America before the war—that is, the 
tendency to ascribe all human troubles to a lack of mental 
health. Mental health is now being talked of in many 
quarters as if it is something very different from the 
opposite of mental iliness. “Positive mental health” is 
the catch-cry. 

The game of trying to indentify and define this idyllic 
state which had already started in the mental hygiene 
associations in America became widespread, and definitions 
began to appear from all over the world in mental health 
literature. 

Barbara Wootton collected no less than 25 definitions 
of mental health, ranging from the terse (if obscure) 


. . the state of mind which is in accordance with 
the nature of man and the goals and values which 
follow from his nature (Browne, 1952) 

to 

. . . the capacity in an individual to form harmonious 
. relations with others, and to participate in, or con- 
tribute constructively to, changes in his social and 
physical environment. It implies also his ability to 
achieve a harmonious and balanced satisfaction of 
his own potentially conflicting instinctive drives — har- 
monious in that it reaches an integrated synthesis 
rather than a denial of satisfaction to certain instinc- 
tive tendencies as a means of avoiding the thwarting 
of others. It implies in addition an individual whose 
personality has developed in a way which enables his 
potentially conflicting instinctive drives to find har- 
monious expression in the full realization of his 
potentialities. (Expert Committee on Mental Health, 
World Health Organization, 1951.) 


Not content with all the existing definitions, a recent 
speaker suggested that “resilience” was for him the prime 
feature of mental health. Perhaps he might equally as 
well have said courage, or endurance, or kindness, or 
named any other quality of character that is generally 
esteemed. Indeed a few days later another local sugges- 
tion appeared to the effect that the Christian principles 
are the mentally healthy ones. 

It is clear enough that all such definitions, despite their 
technical terms, have no scientific foundation whatsoever— 
the authors have simply meditated upon what they con- 
sidered to be desirable qualities of character and then 
—- their conclusions as the essence of mental 
ealth, 

Many psychiatrists, for various reasons, reject the whole 
idea of defining and aiming at some state of “mental 
health”. Sir Aubrey Lewis said: 


It is hardly necessary to dwell on the emptiness 
of an ideal notion of Mental Health. 


Dr. Kenneth Soddy said: 


“Mental Health and World Citizenship” is one of 
those rarified concepts with which it is impossible 
to live healthily for long. ; 


Lord Adrian asked: 
What sort of mental health should be our aim? 


He then raised doubts about the desirability of engineering 
some general state of placid living. Professor Kingsley 


Davis pointed out a long time ago that when one could 
get behind the emotional loquacity of mental hygiene 
literature and see the essential logic, it became plain 
that there was gross confusion between health as the 
normal state and health as the ideal, and that personal 
opinions were masquerading as scientific statements. 

Yet still all sorts of outrageous claims are made about 
mental health being some sublime condition quite superior 
to what the ordinary person feels. There are thus not 
just the two possibilities, mentally sick and mentally well, 
but also a sort of middle state in which the person is 
not mentally sick nor yet mentally healthy. Some of the 
propaganda published lately is rather confusing, but the 
general implication seems to be that this middle state, 
“mental ill-health”, is the root cause of all our social 
problems. 

Although early literature of the World Federation for 
Mental Health urged practitioners in the field of social 
and mental health to maintain scientific and professional 
responsibility, it is difficult to believe that those who 
wrote some of the articles published recently tried to 
do so. Certainly Professor Ferguson Rodger’s injunction 
not to venture beyond what we know with reasonable 
certainty has been ignored. 


These are some recent statements. 


One student in ten needs a psychiatrist. 

Under the stress of modern living the incidence of 
mental ill health has grown. 

The disease (mental sickness) manifests itself in 
delinquency, alcoholism, broken homes, twisted lives, 
crime, apathy, dejection, melancholy and suicide. 

What we did with tuberculosis can be done for the 
care of that remarkable organ—the human brain. 


All these statements are most misleading, to put it 
mildly, yet many of them, and others I forbear to 
quote, appear to report the opinions of psychiatrists. If 
there are psychiatrists who believe all this, they do not 
say so at our scientific meetings. 

Even if we make allowances for journalistic exaggeration 
(which we should not have to do in such important 
matters as this), we are still left with the basic contention 
that all socially undesirable activity is due to lack of 
mental health. Those of us who are dynamically orientated 
in our psychological thinking do believe that crime, 
alcoholism, broken homes and so on have their unconscious 
motives; but we also believe that the same applies to all 
activities, good and bad, and the only way we can 
justifiably say that bad deeds are due to lack of mental 
health is by defining mental health as good behaviour. 
But there seems little point in doing this. If mental 
health simply means goodness, then we hardly need the 
term, and if we de not identify mental health with virtue, 
then we have to accept the possibility that a mentally 
healthy person can behave in socially unacceptable, even 
criminal, ways. 

This is a situation which mental health literature in 
its exhortative enthusiasm seems to ignore, despite its 
being pointed out again and again. 

The idea that war begins in men’s minds and therefore 
if war is to be prevented, men’s minds must be altered, 
is only too clear, since all human activity has to do with 
men’s minds, but it is still unwarranted to say that there- 
fore war is due to mental ill-health. A medical speaker 
said in a broadcast programme a few months ago that 
the racial disturbances in South Africa were due to mental 
ill-health. It is obvious that we are fast getting to the 
position where we can say that anyone who does not- 
think as you and I is mentally unhealthy. Once a person 
starts confusing activities of which he disapproves with 
mental illness he has left the scientific position and him- 
self becomes just as biased as the people he calls mentally 
ill. 

Although the words “illness” and “health” are difficult 
to define, sick people are real enough; but who are the 
mentally healthy people? Probably all the important 
people in the world have never adjusted themselves to 
a state of harmony, and would therefore, on World 
Federation for Mental Health standards, be regarded as 
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lacking in mental health. The concept of health, if it 
is. to mean something more than the absence of disease, 
is inextricably bound up with ideas of what we think 
desirable, and therefore must vary from person to person 
and from one culture to another. Such an elastic standard 
is of more value to the demagogue than to the serious 
worker. 

I do not think we should encourage the identification 
of psychiatry with social reformative ideas and the setting 
up of standards. It is not the function of psychiatrists, 
in my opinion, either openly through a body such as our 
own Association, or less professionally through some other 
organization, to try to influence society. Surely the last 
thing we psychiatrists should do is to act upon the 
suggestion of the Director of the World Federation for 
Mental Health and “try to find ingenious ways”, as he 
puts it, of removing prejudice. As individuals, we may, 
of course, join any group we like, but we should not 
involve psychiatry as a profession with any schemes, 
ingenious or otherwise, to mould people to our design. 

We, as psychiatrists, are trained especially to treat 
those who suffer from certain kinds of disorder, and in 
this field we can speak with authority, humbled, of course, 
by the awareness of how much we do not know. Outside 
this field, in the vast realms of social problems like 
unhappiness, crime, racial discrimination and war, while 
we are entitled to our opinions, we have no special claim 
to be heard. While we are willing to share what knowledge 
we have with those who want to help humanity, there is 
nothing in our training or experience which entitles us 
to expert status when it comes to telling the public at 
large how it should behave. 

It is curious, and perhaps it is significant, that few of 
the suggested definitions of mental health seem to contain 
any reference to being realistic or facing facts. As we 
all know, it is not in the nature of human existence to 
be well and happy perpetually. If we love—and poets, 
philosophers, priests and psychiatrists agree on the desir- 
ability of love—we must expect, not only to be prejudiced, 
but to suffer anxiety, sorrow and even despair, and if 
we strive to achieve anything at all we must expect some- 
times to be frustrated and disappointed, and so lose, at 
least temporarily, any feeling of well-being we might 
possess. Even if we simply stand and wait, we can hardly 
expect to have, in the words of the World Health Organi- 
zation’s Expert Committee, “harmonious and balanced 
satisfaction of our potentially conflicting instinctive 
drives”. 

‘We can understand sincere people, horrified by the last 
war, looking for ways to prevent further wars and being 
dominated in their thinking by the desirability of peace, 
but all this emphasis on harmony and adjustment is not 
really what psychiatry teaches us—and@ it certainly is not 
the psychoanalytical outlook. Problems arising from the 
clash of differing emotions and aims, whether within the 
individual or between him and his fellows, are the 
texture, the very warp and woof of human existence, not 
its pathology. 

So much then for what I consider to be an unfortunate 
wrong development of the mental health movement. It 
started out simply to help in the treatment and preven- 
tion of mental illness, but then got mixed up with social 
discords and difficulties, and later with ideals of harmony 
and world citizenship, and thus largely surrendered its 
psychiatric basis for a political‘one. Let us hope that 
these bodies will become realistic again and confine them- 
selves to their original aims, for there is a lot to be 
said for a World Federation as a coordinating body and 
a means of exchanging psychiatric experiences, and for 
local bodies to assist in rehabilitation. Already the World 
Federation has done much good work in the strictly 
scientific field of sponsoring research and providing expert 
help in various parts of the world, but, strangely enough, 
this work receives little publicity. Also our local mental 
health associations and allied groups are doing good work 
in the field of after-care and rehabilitation of the mentally 
sick, and this work should certainly be encouraged. 

If these bodies feel that it is also their duty to stir 
the public or criticize the Government or whatever it 


might be, there is, of course, nothing to stop them, but 
we psychiatrists cannot make it too clear that we do not 
necessarily agree with their views. 

Let us consider the matter of psychiatrists approaching 
the public collectively as distinct from treating individuals. 
Aside from such practical benefits as securing financial 
aid or political support, is there anything to be gained 
by lecturing to the public on psychiatric matters? 

Since so much of psychiatric treatment can be regarded 
as a type of education, in the sense that the patient 
learns how to cope with his feelings and with his fellow- 
men, and since much psychiatric theory about the causes 
of mental illnesses suggests that some, at least, of these 
illnesses arise because of how the sufferer has been brought 
up, it seems likely that both therapy and prevention could 
be served by various forms of approach to the public 
on our part. 

We have to pay some attention to general medical 
ethics in this matter, although, of course, we can be 
quite certain that if we are all agreed that illness will 
be reduced by our giving public lectures, for example, 
it will be ethically proper to do so. The difficulty is 
to be sure that such activity is helpful. Newspapers, wire- 
less and television give us such opportunities for 
propaganda that we would be foolish not to use them, 
some say. Others say that the power of these media 
should make us doubly restrained in our public utterances. 
For one thing we need to remember that the whole 
psychodynamic situation in addressing a group, whether 
in person or by way of newspapers, radio or television, 
is not the same as that existing when we are talking 
privately. 

The effect of the same words heard in a private conversa- 
tion and heard from a public platform can be very 
different, and when our remarks are published for anyone 
to hear and read, it is very difficult to be sure of what 
the total effect will be. We may produce more anxiety 
than we relieve. Of course, we cannot ever condone 
incorrect statements, but the mere fact that something is 
true, or believed to be true, does not of itself justify its 
promulgation. We have to realize at the outset that the 
popular appeal of medicine, and especially psychiatry, 
does not spring from a genuine interest on the part of 
the public, but lies more in the spectacular and dramatic 
elements which writers and producers of newspapers and 
radio and television features do their best to exploit. 


I think we can agree on the great need for care if 
we doctors do use publicity. The old injunction, primum 
non nocere, must be borne in mind. 

But it may be that psychiatry has a special case for 
publicity. Whatever might be the good of showing on 
television major surgical operations, no one imagines it 
is going to prevent or alleviate the diseases which make 
these operations necessary. However, in psychiatry, it 
is imaginable that we could use these powerful means 
of communication to help reduce mental illness. 


Comparisons have been made with the conquest of 
tuberculosis, but on consideration we find the points of 
similarity to be very few. It is undoubtedly a good 
idea to give publicity to the symptoms of this disorder 
and to encourage all who have symptoms even remotely 
resembling those of tuberculosis to consult their doctors, 
but the like hardly applies in our sphere. While I firmly 
believe that we can be of help to people from the cradle 
to the grave, we do not advocate that everyone should 
see his psychiatrist on the slightest indication. 

I do not think it is true that there are many curable 
eases of mental disorder languishing undetected in our 
midst, and I certainly do not think that, however great 
our efforts, we have any chance, in the present state of 
our knowledge, of producing a reduction in the incidence 
of mental disorder in any way comparable with what has 
occurred in the case of tuberculosis. 

The painful truth is that we do not know the causes 
of most mental disorders, and therefore have next to no 
idea how to prevent them. We have our theories, and 
we are hopeful that one day we shall be able to say 
with confidence, for example, that if certain conditions 
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are fulfilled in a child’s early life he will not become 
schizophrenic, but at present, while many of us think 
that the early relationship between a child and its mother 
is the all-important factor, we are still far from being 
able precisely to identify the pathogenic situation, and 
still further from being able to say how it can be 
prevented, There is not much to be gained by telling 
mothers to love their babies, desirable as we think it is 
for them to do so. Those whose emotional state prevents 
them from being normal mothers will hardly be cured by 
attending a lecture, and clearly need individual help; 
and we must remember that quite a number of eminent 
psychiatrists still believe that the essential cause of 
schizophrenia is biochemical or genetic rather than psycho- 
logical, which should make us even more cautious in 
advising the public on the matter of prevention. 


If we consider the disorders other than schizophrenia . 


which cause patients to enter our mental hospitals — 
for example, congenital defects, organic dementia and 
manic-depressive insanity—then there is no doubt at 
all that if we have to tell the public anything, it can 
only be that we know of nothing whatsoever they can 
do to prevent such illnesses occurring. 


Let us turn to our most promising field, that of the 
psychoneuroses and character disorders. Here we cer- 
tainly know a great deal about the causative factors. 
For over 50 years we psychoanalysts, and others too, 
have been exploring with the greatest persistence and 
attention’ to detail the histories of those who have 
suffered in this way. While many psychiatrists do not 
accept all of Freud’s theories, the general psycho- 
analytical concept that these disorders are due to mental 
states produced basically by reactions between the child 
and his emotional environment is now taken for granted. 
It is quite logical and proper, therefore, to set about 
instructing those who have the care of the young so that 
they will not treat them in ways likely to produce 
neurosis. While this is our most promising line, the 
matter is by no means as simple as one might expect. 
It is one thing to unpick a neurosis step by step and 
so see how it developed, but it is another thing altogether 
to say how it could have been prevented. Certainly, if 
various events had not occurred, things would have turned 
out differently, but whether the child would have grown 
up with less or more neurotic qualities is not so certain. 


The bringing up of children is a traditionally difficult 
occupation, and to generalize about how it should be 
done is still more difficult. Not only does one and the 
same type of management produce quite different results 
in different children, but also what appears to be pro- 
ducing good results sometimes turns out to be laying the 


foundation for much worse troubles later on. It is very’ 


hard to teach people about such things by public lec- 
tures. It is no wonder that many of us, conscious of all 
this, and having been persuaded into making public 
remarks about the subject, find ourselves uttering plati- 
tudes or surrounding our advice with so many qualifying 
clauses that our audiences are not really enlightened. 


For the prevention of neurosis probably our main hope 
lies in individual advice rather than in mass education, 
although people with similar interests may be helped 
by group discussions. In view of all these considera- 
tions, I think there is little place, in the present state 
of our knowledge, for publicity about how to treat or 
avoid insanity or neurosis. 


What about the fourth group — those people who, while 
not mentally ill, at least in the way that psychiatrists 
use these words, are behaving in various ways of which 
society disapproves? I have said that sometimes we 
psychiatrists can help criminals and delinquents, and we 
already offer our services to people in this connexion; 
but therapy is always a highly individual matter and 
I do not know of any advice we can give the community 
as a whole which is likely to be of benefit. 

As for prevention, I do not think it would be proper 
to let the public think that we know how to stop such 
antisocial behaviour from occurring. The more one 
examines such problems the more the complexities 


appear, so that it is hard to support the remedies that 
policemen, lawyers, clergymen and others have proposed. 
It is not that we believe that nothing can be done, or 
nothing: should be done, but we must place our scientific 
integrity before our desires to change people. The great 
majority of delinquent children are no more mentally 
sick than the non-delinquents. Also, while it may-~ well 
be true that certain kinds of people are more prone to 
alcoholism than others, it is misusing words to say that 
mental sickness causes alcoholism. To broadcast such 
statements to the public seems to me not at all to 
advance the welfare of the community and certainly not 
that of psychiatry. If we psychiatrists are to be of help 
to those who want to solve such problems, it will surely 
be by providing a ballast of common sense and recognition 
of reality rather than by joining in the agitation. 


-Discussion. 


My impression is then that we cannot help the public 
much by any direct approach, and that publicity will 
serve little purpose in the present state of our know- 
ledge. But I would not have you think that I am 
pessimistic about the future of psychiatry. In my life- 
time both the theory and the practice of psychiatry have 
been revolutionized, and there is no reason to think that 
we have stopped progressing. Thirty years ago, when 
people became mentally ill their friends expected them 
not to recover. Now, although of course we do not 
cure everyone, and sometimes indeed have quite heart- 
breaking failures, recovery is the usual outcome rather 
than the exception. 


I suppose it is very old-fashioned to say, in these 
modern times, that good wine needs no bush. It does 
not seem so long ago that no scientific journal would 
tolerate more than a few discreet notices in its adver- 
tisement pages, but now even our most respectable 
medical periodicals print double-page, full-colour adver- 
tisements for the latest tranquillizer. Yet if a drug is 
really good it will be used to its maximum without any 
advertisement at all. Similarly the true advances in 
psychiatry, as in science generally, occur without real 
need of ballyhoo to establish themselves. We are, or 
should be, content to be known by our works, and we 
should avoid like the plague those who want to dress 
us up in false colours and sell us to the public. 


I believe that we can teach medical students to be 
better at psychological medicine, and that the true road 
to progress in lessening the extent and severity of 
mental illness in the community is in this direction, 
and not in the way of trying to stir the public by 
using all the dubious devices of a modern public 
relations organization. Part of our task, in - fact, 
educating students is to teach them to recognize and 
resist propaganda. Despite the efforts of the World 
Federation for Mental Health experts on the one hand, 
and the tranquillizer manufacturers on the other, I 
think we can teach that that state. of harmony and 
balance that both so admire is not the usual one for us 
poor humans, and that part of a doctor’s job is to -help 
his patients to be realistic and to tolerate the anxiety 
and frustration that are a necessary part of living. 


I do not see a tremendous need for proportionally 
more psychiatrists. The greatest need is for helping 
medical students, and therefore ultimately general prac- 
titioners, to increase their psychiatric skill. The general 
practitioner is in the ideal position to understand his 
patient’s problems and difficulties, and can often abort 
what might have become a prolonged neurotic illness 
by his proper management at the time. 


Psychiatry itself is by no means static in Australia. 
In all States important developments are occurring. Our. 
Association is planning for an Australasian Diploma in 
Psychological Medicine, which we expect to lead to 
post-graduate psychiatric training in every State, and 
this, in conjunction with the forthcoming establishment 
of professorial chairs in Victoria and South Australia, 
should do much to stimulate research and teaching and 
to keep psychiatry a scientific study and practice. 
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I believe that further progress in psychiatry will not 
lie in the development of group, community or mass 
methods of treatment, but in a continuance of considera- 
tion to the individual as an individual. The practice of 
medicine arose, not as an institution of primitive 
society to make fit those who were unable to play their 
parts in society’s functioning, but by one individual 
trying to help another. Part of the reason for the great 
growth of psychiatry in recent years has been the 
increasing development of physical medicine in response 
to increases in biochemical and physiological knowledge. 
This has unfortunately led, at times, to a diminished 
awareness of the patient as a person, with consequent 
psychological complications. It was probably an 
unavoidable phase in medical evolution, but because of 
it we psychiatrists have had to help many people whose 
bodies have been investigated minutely, but whose 
personalities have been overlooked. 


Mind you, there is an enormous resistance, even in 
ourselves, against really coming to grips with patients’ 
personal problems. With the powerful therapeutic 
weapons we now have, there is a temptation, even for 
psychiatrists, to make a diagnosis and start on a course 
of treatment before one really gets to know the patient, 
and then the interest is likely to become whether this 
pill is better than the other one, rather than in the 
complexities of the patient’s difficulties. Almost daily 
we receive literature and samples of new drugs which 
allegedly will solve all our therapeutic problems, and it 
is hard indeed to resist such persistent salesmanship. 


This love of drugs— pharmacophilia, if I may so call 
it—is a tendency which will, I think, always be with 
us, because it is part of our nature to turn away from 
what is slow and difficult to what is quick and easy; 
but good psychiatric work is seldom rapid—neither is it 
usually urgent. Once we used to wait a week or more 
before starting any definite course of treatment, and 
I doubt if abandonment of this policy has resulted in 
quicker recoveries. Rome was not built in a day, and 
a character can be neither formed nor transformed by 
a tablet. Sometimes even a severe mental illness is 
part of the process of maturation from which the patient 
may emerge stronger than before, and sometimes 
masterly inactivity—‘as in obstetrics—is the best 
treatment. Time spent in getting to know the patient 
is seldom wasted. This is something we have to preach 
to students assiduously, and ourselves practise con- 
stantly. 

Our speciality today is very big and already has 
several unofficial subdivisions. Some of us are occupied 
with psychotics and some with neurotics, some specialize 
in physical treatments and others treat patients in 
groups, and of course we have administrators, planners, 
research workers and teachers. We have need of all 
these people, but the whole heart of psychiatry, to my 
way of thinking, is what is going on inside the patient 
and his relationship with the doctor who is treating 
him. Sometimes in a modern psychiatric hospital with 
its bustling efficiency of meetings, groups, occupational 
therapy and the rest, one receives the impression that 
the patient is being neglected as an individual. We 
must insist again and again that the basic work of a 
psychiatrist is to be a doctor to individual people. 
Psychiatry is part of medicine and fundamentally its 
centre is a sick person and a doctor trying to help. 
From this point of view, psychiatry is not about such 
matters as hospitals, social workers, occupational therapy 
and community organization— these matters are about 
psychiatry. They belong on the periphery and must not 
be allowed to dominate our work. 


I remember a doctor who used to look after psychiatric 
patients many years ago. He did not call himself a psychia- 
trist, because in those days the word was: hardly used, 
but every day, at the hospital where he worked, he used 
to see every patient, address him properly by name, 
shake him by the hand and inquire after his health. 
He had almost no therapeutic aids beyond his per- 
sonality—insulin, “Cardiazol” and the rest were not yet in 


use — but for him every patient remained a person. It 
was said of him that he treated every public hospital 
patient as if he were a private patient and every private 
patient as he would have treated his most valued friend. 
Of course the same is true for all good doctors. 

It has been said that interest in disease is negative 
and interest in health is positive. This emotional use 
of mathematical terms is to be deplored, but if we are 
to use them, to me there is nothing more positive than 
a sick person and nothing more negative than the 
concept of mental health. I think that the concern of 
our profession is, and should be, with disease and 
infirmity —that is to say, with the people who are sick, 
and not with health, however defined—and I do not 
think the community has suffered or will suffer by this 
concentration upon our prime duty. 
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A TERMINAL DOUBLE-BLIND TRIAL OF TRI- 


FLUOPERAZINE (“STELAZINE”) IN CHRONIC 
SCHIZOPHRENIA.* 


By F. K. Weston, B.A., M.B., B.S., 
AND 
A. P. T. Lortus, B.A., 
Mental Hospital, Parkside, South Australia. 


TRIFLUOPERAZINE is a drug known to have considerable 


.side effects. The controlled trial of this kind of drug is 


therefore complicated because these side effects can make 
it obvious to the observers which patients are being 
treated by the active drug and which by the placebo. The 
reported trial was therefore planned with a terminal 
“double-blind” technique. All patients, whether in the 
active or control group, were given trifluoperazine initially, 
and were built up to a maximum dosage slowly. The 
expected side effects were encountered in more than one- 
third of the total number, and were, in all but one case, 
satisfactorily suppressed with benzhexol hydrochloride 
(“Artane”). All subjects given “Artane” continued to 
receive it during the remainder of the trial, which con- 
sisted of a reduction of the dose of trifluoperazine to a 
maintenance level, followed by a change of the control 
group to placebo therapy. Thus the appearance of side 
effects in the experimental, but not in the control, group 
during the “double-blind” period was avoided. 


Definition of Patients and Groups. 

All patients included in the trial had been adequately 
treated and were currently being treated with a pheno- 
thiazine drug, and all had been in hospital long enough 
under observation to preclude definite variations in the 
course of their illnesses. None of these patients had shown 
any noteworthy change over the previous eighteen months, 


of Psychiatrists 


1Read at the Australasian Association 
Conference on October 19, 1960, at Adelaide. 
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TABLE I. 
Details of Patients Selected for Present Therapeutic Trial. 
in Schizophrenic Reaction Types Treatment. 
ears ears on 3 d 
Member Hospital. Age. 


lectual deficit not associated with her psychotic illness. No 
patient was included unless the diagnosis of her illness 
was reasonably certain. 

Forty-three female patients suffering from chronic 
schizophrenic reactions of various types were selected. Two 
of these were subsequently excluded; one, the patient of 
another medical officer, was removed from the trial at his 
request, and the other was removed on account of physical 
debility. All patients had been on chlorpromazine 
(“Largactil”) for at least two years and all save three 
were currently receiving 200 or 300 mg. daily. One 
patient in each group was receiving perphenazine 
(“Trilafon”) and one in the placebo group promazine 
(“Sparine”’). 

Table I shows the degree to which the groups were 
matched in the terminal phase of the trial. The term 
“‘Stelazine’ group” refers to the group of patients being 
given trifluoperazine throughout the trial. “Placebo group” 
refers to the group given trifluoperazine up till assessment 
3, and then the placebo. 


Procedures. 

A forty-one-item rating scale, copies of which are 
available on request from the authors, was used by the 
nursing staff who had known the patients for at least 
six months, and who continued in intimate ward contact 
with the same patients throughout the trial. In all cases 
every assessment of a given patient was made by the 
same nurse. No nurse had access to previous assessments 
once they were made. 

At the time of the first nursing assessment all patients 
were being treated with other phenothiazines. After this 
assessment the treatment of all patients was changed 
to trifluoperazine, and the dosage was gradually increased 
over eight weeks to 30 mg. given daily in divided doses. 
A second nursing assessment was then made and the 
dosage was further increased over eight weeks to 45 
mg. daily. All patients were given 45 mg. daily for the 
last two to three weeks of this period. A third nursing 
assessment was then made, and the drug dosage was 
reduced over two weeks to a maintenance dose of 25 mg. 
daily. At this point the patients were divided into two 
random groups by the hospital pharmacist, who supplied 
one half with placebo tablets identical in appearance to 
the active tablets. The nursing staff were not informed 
that placebos were being introduced. 

During this terminal “double-blind” section of the trial 
the nursing staff brought to the attention of the medical 
staff any patient who appeared to be deteriorating. If it 
then appeared over a period of several days that the 
deterioration was sufficient to warrant termination of 
the trial for that patient a fourth nursing assessment of 
her state was made. The medical officer then asked 
the pharmacist what the patient was receiving with the 
intention of changing treatment as necessary. Such 
patients, if being given placebo, were returned to the 
régime of 25 mg. daily of trifluoperazine. The nursing 
staff were not informed of this. 

At the end of seven weeks from the beginning of the 
terminal “double-blind” phase, or at the time of severe 
deterioration, all patients were given a fourth assessment. 
A fifth nursing assessment was made on the “Stelazine” 
group after a further period of 13 weeks. 


Brief psychiatric assessments were made to coincide with . 


first and third nursing assessments. 

Apart from the assessments there was no interference 
with the usual ward life of the patients, who were in six 
different wards of the hospital. 


1 September, 1959. 


S.D. Paranoid. Hebe- Cata- Mixed. Simple. Leuc- Electro- Trial 

——————_ Mean. . el 

Mean. §8.D. phrenic. tonic. otomy. Insulin. plexy. 

‘“—.. 13°70 $5 0-72 46 8-6 10 1 2 0 2 2 11 8 

Placebo group.. 21 12 9:6 385 0-75 48 38:8 10 5 3 2 1 1 2 12 8 
1§.D.=standard deviation, 

nor was anyone suffering from feeble-mindedness or intel- Side Effects. 


Restlessness occurred in a proportion of patients during 
the early part of the trial, passed off within a week, and 
did not reappear. No Parkinsonian symptoms of any 
consequence appeared on a dosage of less than 20 mg. 
daily, except in one patient who had symptoms before and 
throughout the trial. Other than in this patient all the 
side effects were controlled by “Artane”, in a dosage of 6 to 
9 mg. daily. Sixteen patients were treated with “Artane”. 
One patient suffered a dyskinetic episode, from which 
she recovered quickly with the aid of caffeine sodium 
benzoate (7:5 grains given intravenously). In general, 
side effects were not a worry and were less than those 
reported in the literature with trifluoperazine. This may 
have been due to the fact that all the patients had 
previously had intensive and long-continued phenothiazine 
treatment. 

Results. 

Throughout this section the appropriate statistics have 
been applied—generally of the non-parametric type—the 
run test, the exact test or the chi-square test (Siegel, 
1956). When differences are spoken of they are sig- 
nificant beyond the 2% level, unless otherwise stated. The 
probability of obtaining a difference of this order by chance 
alone is at least 50 to 1 against. All probabilities are 
quoted for one-tailed tests, since all differences were 
predicted beforehand. 


Rating-Scale Assessments. 

Rating-scale assessments are shown in summary form 
in Table II for all items in which significant changes were 
found consistently over the four assessments. The columns 
of this table can be explained as follows. 

Columns I and II.—In these columns appear the original 
number and title of the item in the scale. 

Column III.—In this column appears the number of 
patients disturbed—that is, outside the “normal” category 
—for each item respectively at the time of the first assess- 
ment, when patients were still being given other pheno- 
thiazines. This column shows that, despite having been 
on adequate dosage of phenothiazine for two to four years 
previously, patients in this group were still showing a high 
level of disturbance characterized by autistic withdrawal, 
apathy or active aggression. Thought disorder, delusions 
and suspicion were all common. 

Columns IV and V.—These columns give the percentages 
of patients at the second and third assessment who showed 
both a return to “normal” and a reduction in abnormal 
behaviour. These have been designated “relieved” and 
“improved” respectively, and are combined in each of these 
columns. These figures apply to both “Stelazine” and 
placebo groups combined, since both groups were treated 
with “Stelazine” until after the third assessment. 

A.-significant number of patients, varying between 40% 
and 90%, showed an improvement in the various categories 
by the time of the second assessment at eight weeks 
(column IV). 

In general, further slight improvement was recorded on 
the third assessment at 16 weeks (column V). Thus effects 
were noticeable within eight weeks, and improvement con- 
tinued at least up to 16 weeks. F 


Columns VI and VII.—The percentages in column V can 
be split into two components representing “relieved” and 
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Item Title, 


be! Origi: Bet 
Disturbed. First and 
Second 


Assessments. Assessments, 


Be 
Assessments. % Difference 
Bet (%) Between 
First and “Stelazine” Placebo Columns VIII 
Third Relieved. Improved. Group. Group. and IX, 


2 Suspicious. 
9 Talks to himself. 4 


Resistive to staff. 88 0 
Aggressive. 

27 Aware of date and/or where he is. 64 77 20 

31 a of iy cleanliness. 43 63 57 0 

38 work if a in 30 46 65 75 40 

ber en, oe or dining room (ex- 
cluding occupational therapy). 

41 Cooperates in medical treatment. 24 56 83 83 0 90 14 0°1% 
3 Agitated or restless. 20 59 78 65 13 75 66 N.S.* 
5 ——. 22 42° 60 14 46 60 50 N.S. 
6 ~~~ 11 47* 85 64 21 50 33 N.S. 
10 ts ks too much. 10 90 90 80 50* 40 N.S. 
16 Talks disconnectedly. 19 60 65 48 17 70 50 >10 

28 Responsive to interest taken in him. 37 54 60 3 57 56 22 >10 


1N.S.=no significant difference. 
* Probability between 5% and 2%. 


“improved” patients respectively, depending on whether 
the symptom was assessed as having disappeared or being 
merely reduced in extent or frequency. Definite differences 
are then seen to occur between some items. 

Columns VIII and IX.—These columns show the per- 
centage of originally disturbed patients in the “Stelazine” 
and placebo groups respectively who showed any degree of 
improvement—that is, relieved and improved—at the ond 
of the terminal “double-blind” period. 

Column X.—This column shows the significance level 
of the differences between the “Stelazine” and placebo 
groups at the end of the terminal “double-blind” period. 
The horizontal line in the table divides the first eight 
items, in which there is a significant difference between the 
placebo and “Stelazine” groups, from the remaining six 
items, in which no significant differences could be found. 


Columns VIII, IX and X are of importance in dif- 
ferentiating those results which can be attributed to 
“Stelazine” from those in which another common causal 
factor, such as increased medical and nursing interest in 
the patients, could be operative and result in a change for 
the better in both “Stelazine” and placebo groups. 

The improvement in the first eight items in Table II 
ean with confidence be attributed to “Stelazine”, since 
replacement of “Stelazine” by the placebo resulted in a 
significant reduction: of the improvement. 


The remaining six items are included, although the dif- 
ference between “Stelazine” and placebo groups in these 
items does not reach significance. Strictly speaking, we 
cannot say that the significant amelioration of symptoms 
noted in columns IV and V for those items below the line 
is due to “Stelazine”’. As the improvements were found 
consistently in the first part of the trial, and the 
decrements during the. period of placebo administration, 
though slight, were also consistent, it is felt that the 
inclusion of these items is justified. If a general factor, 
such as nursing interest, had been operative, one might 
have expected that it would apply as much to the items 
above the line as to those below. Results for the other 27 
items on the scale showed either no significant change or 
else a trend toward improvement only. 


Deterioration during Placebo Administration. 

Ten patients deteriorated so much during the terminal 
“double-blind” period that it became necessary to discover 
to which group they belonged, and put them on active 
treatment if necessary. All ten patients as shown in 


Table III were found to be in the placebo group. (The 
chi-square value with Yates’s correction is 10-1, and the 
probability level less than 1% that the result is due to 
chance.) 


greater than 5%. 


Effects Shown by Summed Rating-Scale Scores. 


The ratings of the 14 items of Table II were given 
scores corresponding with the four points of the scale on 
the assessment form. These scores are referred to as 
disturbance scores in Figures I and II. 

The mean scores of the groups compared from one 
assessment to another give an over-all indication of 
change. If the scores for the other items of the scale had 
been added the general shapes of the graphs would not 
have altered to any significant degree. 

In Figure I the scores for the “Stelazine” and placebo 
groups are compared. Up to assessment 3 both groups of 
patients were treated with “Stelazine’. It will be seen 
that, although the patients were randomly selected, there 
was a difference in the composition of the two groups in 
the degree of disturbance. The group later given the 


TABLE III. 
Deterioration during Placebo Administration. 
Condition Condition 
Deteriorated. Not Total. 
Deteriorated. 
Placebo group 10 21 
** Stelazine”’ group .. oa 0 20 20 


placebo had a higher initial level of disturbance relative 
to the group remaining on “Stelazine” throughout, and 
maintained this relationship as the disturbance scores were 
reduced from assessment 1 to assessment 3. 

The effects of placebo administration can be seen in the 
steep rise in disturbance scores between assessments 3 
and 4, although the level reached at this stage was not as 
high as the original level of disturbance noted previously. 

The fifth assessment at 38 weeks shows no significant 
change from the third and fourth assessments for the 
“Stelazine” group. It shows that the previously noted 
improvement was being maintained. 

In Figure II the placebo group (21 patients) is divided 
into those who deteriorated on placebo therapy to a degree 
necessitating its replacement with the active drug (10 
patients), and those in whom no return to the active drug 
was necessary (11 patients). The course of these two 
groups of patients while on “Stelazine” therapy is clearly 
quite different. Patients who later deteriorated had a 
higher original level of disturbance, but showed a much 
better response to the drug than did the others. At assess- 
ment 3 they were even better than the “Stelazine” group. 
Their deterioration while taking placebo is shown by the 
high final disturbance score. . 
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Over-all Assessment of Change. 

By using all the items in the rating scale, less items 35 
to 38, which deal with different aspects of work capability, 
and are highly intercorrelated, we can compare scores on 
the first and third assessments for each individual patient, 
and so divide patients into the categories shown in Table 
IV. Some 68% of patients improved, on this criterion, over 
their level before taking “Stelazine’”’. 


GRAPH I 
16. 

OTHER 
re) THIAZINE 
12] 

\ BO 
us 10 some’ 
STELAZINE ; 
1 
6] 
a STELAZINE 25 ma 
fa) 
4) 


4 8 2 16 20 & 2 32 3% 
TIME IN WEEKS 


Ficure I. 
Graph of disturbance scores—placebo and ‘“Stelazine”’ 
groups. 


In Table V the change between the third and fourth 
assessments is analysed similarly for the group which 
remained on “Stelazine” therapy and the group receiving 
placebo. Table V shows that during this period the patients 
receiving “Stelazine” did not change significantly. whereas 
52% of the placebo group deteriorated (P<1%). 
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Ficurp II. 


Graph of disturbance scores—placebo group only. Solid 
line represents patients who deteriorated. Interrupted 
line represents remainder of group. 


Psychiatric Interviews. 
At the time of the first and third nursing assessments 
each patient was given a brief psychiatric interview. The 
results of this are shown in Table VI. 


When the first two groups are combined, it can be seen 
that improvement, on the basis of psychiatric assessment, 
occurred in 25% of cases. This is much less than the 
percentage considered improved on the basis of the rating 
scale assessments over the same period (68%). 


Discussion. 

All patients at the beginning of the trial were receiving 
a phenothiazine drug and had been receiving it for a 
lengthy period. They constituted part of the residue of a 
much larger group similarly treated, the remainder of 
which had recovered sufficiently to leave hospital. The 
trial patients were therefore of a kind unlikely to respond 
further to another phenothiazine. Despite this the results 
demonstrate that as a group they did respond. It is 


TABLE IV. 
Comparison of First and Third Assessments. 
Patient’s Condition. Number. % 
Improved .. 28 68 
Unchanged .. aa ae 9 22 
Deteriorated .. 4 10 
41 100 


reasonable to assume that an even more favourable 
response would occur in a group previously untreated 
with a phenothiazine. Madgwick et alit (1958) found 
some improvement in 85% of similar cases on “Stelazine”’ 
treatment as against 68% in this trial. They do not state 
specifically whether their female patients had received 
phenothiazine previously. In agreement with them, we 
found a reduction in aggression, thought disorder and 
withdrawal, and an improvement in sociability, speech 


TABLE V. 
Comparison of Third and Fourth Assessments, 


Patients’ Stelazine Group. Placebo Group. 
Condition. 

Number. % ™”~ Number. % 

Improved 2 10 0 0 

Unchanged... ne 14 70 10 48 

Deteriorated .. Pe 4 20 11 52 

Total od ss 20 100 21 100 


and occupation. However, in disagreement with them, we 
were unable to find a statistically significant reduction in 
hallucinations, although a trend was apparent. Kruse 
et alit (1959), Klimezynski (1958) and Tolan et alii (1959) 
all noted a reduction in hallucinations. Macdonald et alii 
(1959) found in male chronic paranoid schizophrenic 
patients previously treated with a phenothiazine (mainly 


_chlorpromazine as in this trial) that the greatest effect 


was on aggression and general overactivity, with a lesser 
one on auditory hallucinations and delusions. 


TABLE VI. 

Psychiatric Assessment of Change during “‘ Stelazine” Therapy. 
Patients’ Condition. Number. % 
Improved .. 2 5 
Minimally improved oe 8 20 
Unchanged os 31 75 
Deteriorated 0 0 
Total ee ‘i 41 100 


Except in respect of hallucinations and response in 
leucotomized patients, our results agree with theirs. Our 
three previously leucotomized patients were amongst those 
who improved most, while in their three there was no 
response. Rudy et alii (1958) found improvement of some 
kind in 69% of a group of chronic psychotic patients—a 
figure much the same as our 68%. None of their patients 
were receiving a phenothiazine at the beginning of their 
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trial. In agreement with them, we believe that it is unwise 


to express results in terms of social recovery, since in this— 


type of patient the problem of arranging a return to the 
community is formidable. Economic, social and other 
factors are involved here as much as clinical criteria. 

Our over-all results in this trial are very similar to 
those found by Weckowicz et alii (1960) working with 
comparable patient groups. 

We were unable to find any correlation between the 
diagnosis, the age, the length of time in ‘hospital or the 
occurrence of side effects, and the response to “Stelazine” 
However, most noteworthy was the fact that the drug 
appeared to exert its most favourable effect upon patients 
who were initially most disturbed in certain categories, as 
indicated by a high rating score. 

The trial results did not show that patients receiving 
the placebo deteriorated to a degree where they were 
worse than they were on other phenothiazines before the 
trial started. This cannot be taken to mean _ that 
chlorpromazine was not helping these patients. A glance 
at Figure II will show that, within the mean time of 
four weeks, half the patients receiving the placebo were 
approaching their initial level, and it was not considered 
justifiable to allow this marked trend to continue once 
the significant data for “Stelazine” had been obtained. 
Had these patients been allowed to deteriorate further, 
evidence demonstrating the value of chlorpromazine over 
the placebo would probably have been obtained. 

The maximum dosage of 45 mg. daily used in this trial 
was, on the whole, slightly higher than that used by 
Weckowicz et alii (1960), Macdonald et alii (1959), 
Madgwick et alii (1958), Feldman (1958) and Kruse 
(1959), slightly less than that used by Tolan et alii (1959), 
and considerably less than that used by Barsa et alii 
(1959) or Rudy et alii (1958). It is considered that in 
ordinary clinical use the maximum dosage should be 
varied in terms of response and tolerance. It was 
fortunate that all patients in this trial were able to 
tolerate 45 mg. daily, which was the maximum dose decided 
upon for administrative reasons. Whilst side effects were 
easily controlled in this trial, it is believed that consider- 
ably more individual surveillance of patients and individua- 
tion of dosage is necessary while they are receiving 
“Stelazine” than when they are receiving chlorpromazine. 

There is a marked difference between the improvement 
percentages of the psychiatric and nursing ratings in this 
trial. This difference stems partly from the relatively 
greater spread of the rating scale which takes into account 
so much more of the patients’ everyday behaviour in the 
wards. A glance at Table II will show what a considerable 
part changes in ward behaviour played in nursing assess- 
ment results. On inspection of the detailed results it 
could be seen that a fairly large deviation in rating-scale 
score was needed before the psychiatric interviewer con- 
sidered a patient changed. Tolan et alii (1959) believe, 
as a result of their work with “Stelazine”, that it affects 
behaviour more than the underlying psychotic process, and 
the present trial would appear to bear this out. 


Summary and Conclusions. 

The interference of drug side effects with the efficiency 
of “double-blind” control techniques is noted. A terminal 
double blind trial of trifluoperazine (“Stelazine’) on a 
group of 41 chronic hospitalized schizophrenic patients, all 
previously treated with phenothiazine drugs, is described. 
“Stelazine” was administered for 38 weeks. 

During the terminal “double-blind” period, 10 patients 
deteriorated considérably. All were found to be receiving 
placebo, and were those who as a group had shown most 
improvement on “Stelazine”. 

On the basis of brief psychiatric assessments, “Stelazine” 
produced some improvement in 25% of patients. 

On the basis of nursing assessments “Stelazine” produced 
a favourable response in 68% of cases, mainly by making 
the patients less resistive, aggressive, suspicious and: dis- 
orientated. They became more careful of personal clean- 
liness, more willing to work when encouraged and more 
cooperative, and they talked to themselves less. 


Rupy 


At the same time, although it could not be shown that 
this was due to “Stelazine”’, the patients became less 
depressed, deluded and agitated, and more responsive to 
the interest taken in them. Their speech became more 
connected, and in cases in which it had been excessive it 
was often reduced. 

The side effects of “Stelazine” were considerable, but 
could be controlled. 

The conclusion is drawn that “Stelazine” is a drug of 
value in the treatment of such patients and therefore 
likely to be even more useful in patients previously 
untreated by phenothiazine drugs. 
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DIABETES MELLITUS AT MABUIAG ISLAND, 
TORRES STRAITS, 1960. 


By H. J. WintTersorHam, M.B., B.S., 


Medical Officer, Thursday Island. Hospital, Thursday 
Island. 


As a result of the admission to Thursday Island Hos- 
pital of two patients with severe gangrene of the lower 
extremity, both of whom proved to have marked glyco- 
suria, a further check was made of known diabetics 
under treatment at the hospital, and it was discovered 
that out of 16 such cases, nine were from the same 
island — Mabuiag Island. 

It was decided therefore to carry out a survey of this 
island to see if there were any undetected cases among 
the inhabitants, and this was performed early in June, 
1960. 

All inhabitants over the age of two years were tested 
for glycosuria, the “Clinistix” method being used, and 
those whose urine gave positive results to this were 
double-checked with “Clinitest”. 

Out of a total population of approximately 250, a total 
of 224 persons were tested to date, and among these 
were discovered 35 cases of glycosuria. The average age 
of the sufferers was 48 years, the actual ages varying 
from nine to 72 years. 
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Seven of these, one male and six females, were aged 
between nine and 30 years, and seven, all females, were 
aged between 31 and 45 years. Sixteen, 10 males and six 
females were between 46 and 72 years of age. The 
average weight of the sufferers was 12 stone, the actual 
weights ranging from 4 stone 8 Ib. to 17 stone 12 Ib. 

These patients were then brought in to Thursday 
Island Hospital, in groups, to undergo a glucose toler- 
ance test, and, if necessary, treatment was carried out 
to stabilize them. 

As a result of the glucose tolerance tests it was deter- 
mined that of the 30 cases of glycosuria so far tested, 
five were examples of mild diabetes mellitus while the 
other 25 were examples of moderately severe diabetes 
mellitus. 

Treatment consisted of a semi-restricted diet (for 


reasons mentioned below), “Tolbutamide” given orally, . 


and “Lente” insulin for those patients who remained 
unstabilized. 

Thus six patients were treated by diet alone, 15 were 
taking “Tolbutamide” and nine required insulin. 

The diet employed was one which restricted the intake 
of carbohydrates only. We had to consider the usual 
and available foodstuffs which make up the normal diet 
of the island people; this diet consisted essentially of 
sea-foods (fish, turtle and dugong), root vegetables (taru, 
kasava, yam and sweet potato), rice, oatmeal and flour, 
and a small supply of fresh fruit (bananas, papaw and 
coconut) —as can be seen, largely carbohydrate. 

A causative factor was sought for the diabetes, and it 
is almost certain that the hereditary factor is the main 
one concerned. It is well-nigh impossible to check this 
thoroughly, owing to the promiscuity of the people, and 
the consequent lack of family continuity. However, in 
the majority of cases, it was possible to go back at 
least one generation, and in a few cases, two generations, 
and the hereditary factor is definitely apparent. It is 
again impossible to check the amount of inbreeding. As 
far as can be ascertained, the racial strain is pre- 
dominately Melanesian and Polynesian, with probably 
some adulteration with the mixed strains from New 
Guinea. 

Summary. 

In 224 subjects tested, from a total population of 
approximately 250, there were 35 cases of glycosuria, 
and of these there were 30 definite cases of diabetes 
mellitus. 

The hereditary factor, as being a possible cause of 
such a high percentage of cases, is discussed. 

The sex incidence is of some significance, but there 
are still some 15 male members of the 15-50 years age 
group who have yet to be tested, since they were 
absent at the time of the survey. Nevertheless, the 
females do preponderate, and it is noteworthy that the 
majority of them are unmistakably overweight. 
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Reviews. 


A Textbook of Human Embryology. By R. G. Harrison, M.A., 
D.M.; 1959. Oxford: Blackwell Scientific Publications. 
92” x 73”, pp. 256, with 144 illustrations, Price: 45s. 


THE advent of a new textbook of human embryology is a 
notable event in anatomical circles, especially when it is 
claimed that a functional approach is being used, with con- 
densation of morphological detail and integration of pre- 
natal with post-natal development and adult structure. These 
claims can be considered vindicated to a limited degree only. 
Post-natal development is barely mentioned, and many 
opportunities for integrating developmental changes with 


adult structure are lost (notably so in the sections on the 
diaphragm and the heart). 

As with many single-author abbreviated . textbooks, the 
content, reflecting as it does the interests of the author, is 
rather uneven in coverage. Thus, almost one quarter of the 
text is taken up with an introduction comprising a very 
general section on growth and its control, a full description 
of the structure and function of the reproductive systems 
(even to detailed anatomical diagrams of the male inguinal 
canal) and a short account of the anatomy and physiology 
of the pituitary and adrenal. The development of the uro- 
genital system and its anomalies is dealt with much more 
fully than the heart. The skeletal system is dismissed very 
briefly in a chapter headed “Development of the Somite”, 
where, in less than 10 pages, the development of somites, 
skull, limb bones and joints is covered. 


The book is beautifully produced, and the style of writing 
is very clear, although rather verbose. The factual matter 
is well up to date, with an excellent bibliography of key 
and recent references. Illustrations (one quarter being fine 
photomicrographs) are large and clear; in fact, some of the 
simpler diagrams, such as those showing palatal develop- 
ment, are too large and could be reduced without any loss 
of clarity, to make space for more text. More detailed 
labelling of some of these line diagrams is required, and a 
few such illustrations would benefit from the use of complete 
labels rather than the unnecessary abbreviations and key. 


This is certainly a book which medical students could read 
with profit, but its content is too unbalanced for it to replace 
recognized larger textbooks. Doubtless future editions will 
rectify this. 


Atlas of Clinical Hematology. By Katsuji Kato, Ph.D., M.D.; 
1960. New York and London: Grune & Stratton, 10” x 
7”, pp. 302, with illustrations. Price: $25.00. 


Tuis beautifully illusirated book has a long history. The 
author, who is Professor of Physiology (Hematology) at 
Tokyo Medical College, began to collect blood films from 
patients with blood disorders while on the staff of the Bobs 
Roberts Hospital of the University of Chicago, and made 
drawings of some of them. These drawings formed the basis 
of a scientific exhibit at the annual convention of the 
American Medical Association held in San Francisco in 
1938. They were later published in two volumes in Japan in 
the form of an atlas of clinical hematology; the present 
book is an English edition of this atlas. The first plate 
illustrates the monophyletic theory of hzmatocytogenesis; 
it is followed by pictures of the blood and bone marrow of 
the fetus and of infants and children, which serve as an 
introduction to a series of illustrations of the various 
disorders of the blood. In all 50 topics are depicted by 92 
plates, with a short description of each. These coloured 
drawings, beautifully executed as they are, can never be as 
useful as colour photographs of actual microscopic fields. 
The author writes that: “The cells shown on each plate were 
selected from the entire smear for the sole purpose of 
emphasizing and reiterating the morphological characteris- 
tics, and therefore no plate represents a photographic picture 
of any one microscopic field.” Many of the plates are 
idealized; they are too good to be true. Nowadays most of 
the subjects could be better and more precisely illustrated 
by colour photographs. 


Synthesis and Organisation in the Bacterial Cell. By E. F. 
Gale. The third volume in the CIBA Lectures in Micro- 
bial Biochemistry series; 1959. New York: John Wiley 
and Sons Inc, 7” x 49”, pp. 118, with 14 illustrations. 
Price: $3.50. 


BIocHEMIsts tend conveniently to study those organisms 
or systems which best exemplify the phenomena they wish 
to investigate, often later ignoring biological barriers in 
interpolating or collating information from various sources. 
Dr. Gale does this only with necessary economy, caution and 
balance when he accepts as generally biologically applicable 
truths the theories derived from studying particular, often 
unusually reactive, microbial systems or species, The key 
to the appreciation of these “published lectures” is found 
in the preface, which explains the problems peculiar to this 
form of review monograph. The lectures were entitled 
“Structure and Organisation in the Bacterial Cell”, “Amino 
Acid Incorporation”, and “Nucleic Acid and Protein Syn- 
thesis’, all emphasizing synthesis and integration in the cell. 
They are written concisely and clearly. Sometimes the theme 
is as exciting as a detective story, as Dr. Gale leads his 
reader through the clues, many of them from work certain 
to become classical, from his own laboratory. If at the end, 
the reader feels an anti-climax and disappointment that the 
solution is nowhere. obviously in sight, it is because he has 
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reached the limit of knowledge available from published 
research when the lectures were given in March, 1959. 

Inevitably this sort of research dates very rapidly, so 
that the individual may hesitate to pay about £2 for barely 
over a hundred pages, even though they are well produced. 
Also, the medical diagnostic bacteriologist may regard the 
book as too biochemical and academic for him; the theories 
of the intimate action of antibiotics are far removed from 
routine diagnostic work. However, the book should be in 
the libraries of general microbiologists and biochemists. 
It is an invaluable refresher or source-book for bringing 
them or their advanced students up to date or to the level 
where they can move to more detailed reviews and original 
papers before beginning their own research. They will find 
in this book examples to follow of meticulous research, of 
rigorous logic in planning and interpreting experiments, 
and of clear, interesting expression. 


Sex Differentiation and Development: Proceedings of a 
Symposium held at the Royal Seciety of Medicine, 
Wimpole Street, London, on 10 and 11 April, 1958. 
Memoirs of the Society for Endocrinology, No. 7; 1960. 
London: Cambridge University Press. 94” x 73”, pp. 109, 
with many text-figures. Price: 45s. 


THIS MPMOIR reports the proceedings of a conference held 
in London in April, 1958, to survey the state of knowledge 
of sex in its various forms and implications.. The partici- 
pants numbered 38, and the symposium dealt with four 
principal topics: mechanisms of sex determination, differen- 
tiation of germ cells, manifestations of sex, and sexual 
anomalies. The treatment was comparative. 


Topics discussed included sex determination and caste 
differentiation in the honey bee, sexual differentiation in 
certain crustaceans, sex determination in cold-blooded 
vertebrates, chromosomal determination of sex in mammals, 
and hormonal influences in the sex development of embryos. 
Also, the origin and development of oocytes, dynamics of 
the orthoptic ovarian graft and the possibility of controlling 
sex ratio at conception (under headings of individuality of 
the spermatozoon, phenotype of X-bearing and Y-bearing 
spermatozoa, male serum pH and sex-ratio and the use of 
electro-phoresis for sex control), and sexuality in bacteria 
were surveyed. Finally, the sex chromatin, integumentary 
sex characters, factors regulating sexual behaviour, sex 
reversal or females with male nuclear sex, Turner’s syn- 
drome and allied conditions, Klinefelter’s syndrome and 
wtiology of intersex states were reviewed. 

This book contains fascinating material, although medical 
readers are likely to turn only to the last bracket of subjects, 
to their own disadvantage. In this regard, data recently 
published in journals by some of the authors, and by 
others, further illuminate some of the papers. Short dis- 
cussions at the conclusion of some communications heighten’ 
interest, and the illustrations and figures are helpful. Pro- 
fessor Aroroso’s closing remarks recall the spirit of the 
symposium. 

It is a book well worth reading and easy to read, a perspec- 
tive book in one sense, that is recommended by its contri- 
butors’ standing. 


Introduction to Dental Anatomy. By James Henderson 
Scott, D.Se., M.D., L.D.S., and Norman Barrington Bray 
Simons, M.Sc., B.D.S.; third edition, 1961. Edinburgh 
and London: E. & S. Livingstone Ltd. 83” x 54”, pp. 400, 
with illustrations. Price: 45s. net (English). 


THE approach to the subject and the general treatment 
of the data given in this little book are good. It would be 
excellent for the student, for whom it is obviously mainly 
intended, except for some faults. A review by this Journal 
of the second edition commented not only on the uncritical 
inclusion of some speculative matters, but also of the 
treatment of them as fact. It is disappointing to see they 
still remain in the third edition. For example, in Chapter 
VII, on the growth of the face, it is stated that the “greater 
part” of the increase in antero-posterior length of the 
mandible during its growth is by posterior increments, due 
to some growth-determining factor supposed to exist in the 
condylar cartilage. This is rounded off by the statement: 
“It is only within recent years that the full significance 
of the condylar cartilage in mandibular growth has been 
appreciated.” For some reason, not at all clear, the following 
sentence has been put in: “To some extent the mandible 
may be lengthened by surface deposition at the chin region.” 
However, a diagram (Figure 97) indicates that almost all 
the increase in length is supposed to occur posteriorly. 
Now in the next chapter, dealing with tooth movements, 
there is the sentence: “In each jaw the dentition as a whole 
migrates forward and outward.” This statement is further 


amplified later by a discussion of the well-known evidence 
of bone resorption and accretion, anterior and posterior 
respectively, to the teeth both before and after their 
eruption. This movement of the teeth is, of course, in 
conflict with the statements referred to on the growth of 
the mandible. Both these aspects of the growth of the 
mandible and the movements of the teeth through the bone 
were painstakingly dealt with in experiments with “madder 
feeding” of pigs by the late Professor J. C. Brash over 
30 years ago. 

Again Figure 177 on page 225 shows a thrust from the 
upper teeth upward and backward to the skull through the 
pterygoid processes. A study of the forces exerted on the 
upper teeth shows that they are mainly in a forward 
direction, and the suture between these processes and the 
back of the maxilla is not suitable for the transmission of 
upward forces. 


The continued publication of this type of matter over a 
period of years appears to be a reflection on the standard 
of teaching in this subject overseas. 


Tools of Biological Research. Edited by Hedley J. B. 
Atkins; second series, 1960. Oxford: Blackwell Scien- 
tific Publications. 83” x 5%”, pp. 192, with illustrations. 
Price: 37s. 6d, 

TuHIs is the second of a series of collected papers by 
English scientists, designed to make “surgeons engaged in 
research” familiar with the modern biological tools and the 
basic principles underlying their use. The techniques dis- 
cussed range from such abstruse pursuits as electron spin 
resonance spectroscopy (surprisingly of considerable poten- 
tial value in biochemical research) to the topical techniques 
of paper chromatography and fluorescent antibody staining. 


Ten widely ranging subjects are discussed. In each the 
chemical or physical principles underlying the technique are 
thoroughly dealt with, and much valuable practical advice 
is included for those intending to use it for the first time. 
In the second part of each chapter the potential applications 
of the technique are discussed, and then a brief review is 
given of the advances in medical knowledge which have 
resulted from its use. 


The format of this second volume has been much improved, 
and the illustrations are plentiful and of excellent quality. 
Moreover this volume, with its discussion of electro- 
encephalography, vectorcardiography and  phonocardio- 
graphy, is of more direct interest to the inquiring clinician 
than was its predecessor. It can be thoroughly recommended 
to both graduate and undergraduate. For those with an 
itch to understand the whys and hows of modern medical 
apparatus, the book will make fascinating reading. 


Gynecological Urology. Compiled and edited by Abdel 
Fattah Youssef, M.B., D.S., D.G.O., M.Ch., F.LC.S.; 1960. 
Illinois: Charles C. Thomas. Oxford: Blackwell Scien- 
tific Publications Ltd. 9” x 53”, pp. 910, with many illustra- 
tions. Price: £9. 


GYNASCOLOGY AND UROLOGY are interrelated specialties and 
overlap at many points, but obviously few people can claim 
to be experts in both fields. This fringe area, this sort of 
no-man‘s land common to both gynecology and urology, 
is usually briefly and inadequately dealt with in the respec- 
tive textbooks on these subjects. To repair this hiatus, 
Abdel Fattah Youssef has undertaken to compile a modern 
comprehensive work on gynecological urology with par- 
ticular emphasis on recent trends and developments, and 
in this we believe that he has been singularly successful. 


To assist him in this difficult task, he has invited col- 
laboration from 31 eminent authorities representing eight 
countries, and he has encouraged the personal approach in 
their contributions. This, of course, makes for some dif- 
ferences of opinion and a degree of repetition; but, as each 
of the writers is an acknowledged expert and a man of 
vast experience, the individual bias is not unwelcome, 
soundly based as it is. Furthermore, an extensive biblio- 
graphy appended to almost every chapter makes it possible 
to review the literature on any desired topic. A _ short 
editorial note precedes each section and serves as a liaison 
between the various chapters. 

The section on genito-urinary fistula consists of nine 
chapters written by men universally regarded as experts 
in this particular field, and it would be difficult to name 
any aspect of this subject not covered by this very com- 
prehensive survey. Also, as might be expected, the subject 
of stress incontinence is dealt with at great length, and an 
attempt is made to rationalize a subject which in the past 
has seemed to be extremely controversial. By the appli- 
eation of modern concepts of bladder and urethral anatomy 
and the physiology of micturition to the etiology of sphincter 


MA 
ince 
sph 
gra 
inec 
pro 
side 
peri 
surs 
repe 
pati 
righ 
tot 

nific 
the 
enta 
cons 
end 
lowe 
on t 

Ce 
urin 
next 
prol: 
is f 


endc 
sect: 
inn 
tom, 
urin 


| 
| the 
| deta 
chay 
kidn 
In 
can 
inte 
and 
urol 
a pr 
valu 
The 
TE 
the 
futu 
Li 
Prof 
ches! 
havi: 
mast 
and 
tion 
cont 
work 
book 
in A 
and 
broac 
with 
to a 
publi 
Broce 
cultie 
comi: 
At | 
I 
Wi 
facili 
its v 
puery] 
Lect 
“men 
unde} 
as to 
physi 
by tk 


momo 


May 27, 1961 


THE MEDICAL JOURNAL OF AUSTRALIA 783 


incontinence, a practical classification is suggested. This 
is followed by a detailed account of the investigation of 
urinary incontinence, including descriptions of cystometry, 
sphincterometry, cystourethrography and sphincterometro- 
graphy. In the chapter on the surgical treatment of 
incontinence, no attempt is made to list the innumerable 
procedures and their modifications, but the methods con- 
sidered most useful are fully described. Physiotherapy, 
perineal exercises, etc., are regarded as complementary to 
surgery rather than competing with it. Furthermore, it is 
repeatedly emphasized that it is essential to consider each 
patient with stress incontinence as an individual problem 
right from the outset, and that any slavish routine approach 
to treatment will be beset with many failures. 

The section on urological diseases of gynecological sig- 
nificance opens with a chapter on the indications for and 
the technique of a urological examination and all that this 
entails. The remainder of the section deals, inter alia, with 
congenital abnormalities, urethritis and cystitis, bilharziasis, 
endometriosis of the bladder and calculous disease of the 
lower part of the urinary tract, and concludes with chapters 
on tumours of the bladder and urethra. 


Certain gynecological affections have an effect on the 
urinary tract, and urologists must be aware of this. In the 
next section the influence of such conditions as genital 
prolapse, infections and tumours is dealt with; this section 
is followed by separate chapters on retention of urine, 
endocrine cystopathies and pyelitis of pregnancy. The final 
section is devoted to the urinary system in obstetrics and 
in major gynecological surgery, such as Wertheim hysterec- 
tomy and pelvic exenteration. The different methods of 
urinary diversion are described and critically evaluated, and 
the technique of ileal bladder substitution is discussed in 
detail. The section concludes with a very informative 
chapter on anuria and oliguria and the use of the artificial 
kidney in these conditions. 

In this volume we have a remarkable example of what 
can be accomplished in the field of medical writing by 
international cooperation. It is a “must” for the urologist, 
and for the gynecologist whether or not he does his own 
urology. For those others whose scope of practice includes 
a proportion of both of these subjects, there will be much 
valuable information to be gained from reading this book. 


The Health of the Community: Principles of Public Health 
for Practitioners and Students. By C. Fraser Brocking- 
ton, M.A., M.D., B.Chir. (Cantab.), D.P.H., M.R.C.P. 
(Lond.), M.Sc. (Manch.), Barrister-at-Law (Middle 
Temple); second edition, 1960. London: J. & A. Churchill 
Ltd. 83” x 59”, pp. 364. Price: 35s. net (English). 


Tuis book throws a beam of light on social medicine in 
the United Kingdom, its development, present status and 
future aims. 

Like the first edition, the book is obviously compiled from 
Professor Brockington’s lectures to his students at Man- 
chester—students who are to be envied their opportunity of 
having these lectures delivered and highlighted by such a 
master. The book touches on every aspect of public health 
and social medicine, and whilst much of its detailed instruc- 
tion is not applicable to the Australian scene, every page 
contains some distillate of experience and wisdom that has 
world-wide application. In England this is a superb text- 
book for students and handbook for general practitioners; 
in Australia it is a book to be studied by all administrators 
and teachers of public health—first, to be reminded of the 
broad spectrum of social medicine, particularly those aspects 
with which they are only indirectly concerned, and secondly, 
to appreciate the strengths and serious weaknesses of 
public health under a nationalized health service. Professor 
Brockington does not waste time in bemoaning the diffi- 
culties, but gives clear and practical suggestions for over- 
coming or minimizing them. 


At Your Best for Birth (and Afterwards). By WBileen 
Montgomery, M.C.S.P., with a foreword by H. L. 
Shepherd, Ch.M., F.R.C.O.G.; 1959. Bristol: John Wright 
and Sons Ltd. 83” x 54”, pp. 59, with 30 illustrations. 
Price: 5s. 6d. 


WuHatTsEveR one’s views on the ability of physiotherapy to 
facilitate painless childbirth, there can be little doubt of 
its value in promoting good health in anybody, pregnant, 
puerperal or otherwise. In his foreword to this book, the 
Lecturer in Obstetrics at Bristol University comments on the 
“mental and physical comfort” of the obstetric patients 
under Mrs. Montgomery’s care, but expresses his uncertainty 
as to whether this was due to the “physical methods and 
physiological education” or simply to the confidence inspired 
by the author herself. 


This same author (M.C.S.P. and multipara) states 
unequivocally that it is the failure of the circular muscles 
of the lower uterine segment to relax that prolongs the 
taking up and dilatation of the cervix and causes most of 
the pain of the first stage. This failure she attributes to 
emotional tension. Medical men may or may not agree with 
this, and will challenge the statement that blood pressure 
is raised in pregnancy owing to the strain of carrying the 
baby; but the ordinary mother-to-be, for whom the book is 
written, will find much of value here. 

The author describes the anatomy and physiology of 
childbirth, on the grounds that knowledge inspires freedom 
from fear. She teaches conscious relaxation and breathing 
control for their value in eliminating fatigue as well as in 
assisting the progress of labour. Prescribed exercises and 
correct posture are detailed, to maintain voluntary muscle 
tone, to aid ordinary physical fitness, to ensure maximum 
efficiency in the expulsive efforts of the second stage, and 
to help subsequent regaining of figure and physical efficiency. 
There is little to quarrel with in this. 

The practical value of the book is due to the author’s 
experience as a housewife and mother herself, with her 
appreciation of the pitfalls in ordinary housework postures 
and of the problems of shoes, corsets, brassiéres and so on. 
Its advice can add immeasurably to the comfort of a normal 
pregnancy. 


Modern Trends in Occupational Health. By R. S. F. 
Schilling, M.D., M.R.C.P., D.P.H., D.I.H.; 1960. London: 
Butterworth & Co, (Publishers) Ltd. 94” x 64”; pp. 330. 
Price: 92s. 6d. 

In this volume, 25 different authors have contributed 21 
chapters on an interesting diversity of subjects, and the fact 
that nine of the writers are not medically qualified is 
indicative of the large part which other scientific and 
professional personnel have to play in the promotion and 
maintenance of high standards of health of people at work. 

Since the book does not purport to embrace the entire, 
ever-expanding field of occupational health; several impor- 
tant subjects have been omitted and others condensed. The 
content of some chapters is largely in the form of a review 
of recent developments. The bibliography varies in length 
and scope from chapter to chapter—in some cases it is 
particularly comprehensive, with well over one hundred 
references. The subjects presented are some of those in 
respect of which, in recent years, there has been significant 
research, acquisition of new knowledge, or greater emphasis 
and interest. 

An outline of the methods which may be ‘used for 
measuring health at work refers to epidemiological tech- 
niques and to other more positive indices, such as work 
performance and satisfaction. The well-balanced remarks 
on the methods used in the experimental study of toxicity 
serve to underline the need for care in design and conduct 
of animal tests, and in interpretation of results. Sound 
progress has been made in the development and performance 
of tests concerned with the objective measurement of lung 
function; an account of this work, and a description of 
recent research concerning certain forms of industrial 
pulmonary disease provide instructive reading. 

The effects of several of the so-called newer metals now 
being used in industry are recorded briefly, and there is a 
useful note on chelation therapy. 

The safe use of pesticides—a topic of considerable impor- 
tance—is treated rather briefly, and compared with that of 
some other chapters, the bibliography is surprisingly short. 
An adequate review of etiological factors associated with 
occupational cancer is followed by a valuable section on the 
testing of chemicals for carcinogenic activity. 

Radiation hazards are discussed first by examination of the 
advances made in the study of radiation carcinogenesis in 
man, and then from the point of view of protection, with 
emphasis on permissible levels of exposure, codes of practice 
and monitoring. 

After a chapter on accident prevention, there is one (the 
shortest in the book) on treatment of injuries at work, in 
which it is stated that modern trends have been in the 
direction of simplification. 

The inclusion of chapters on vocational psychology, morale 
and the size of the working group, aging and employment, 
mental illness and work, is indicative of the emphasis now 
being put on mental health problems generally, and of the 
fact that these problems are of no less importance in 
industrial fields than are those of physical health. 

The subject of machine design and human engineering is 
presented in a lucid and convincing manner; but one would 
like to see a more appropriate term than “human 
engineering” devised for this new discipline. 
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Industrial noise, with its physiological and psychological 
effects, is another subject which, of recent years, has gained 
in importance, and hearing-conservation programmes are 
being developed for more and more industries. These topics 
are dealt with as adequately as could be expected in a book 
of this size. 

In an excellent contribution on the value of routine 
medical examinations, four types are critically appraised— 
namely, those for pre-employment and _ pre-placement 
purposes, for young persons, for elderly employees and for 
executives. 

The final three chapters deal with some of the health 
problems associated with smaller work places in Britain, 
with some aspects of industrial law and with the teaching 
of occupational health, not only for the medical and nursing 
professions, but for various non-medical groups as well. 


There are very few, if any, medical practitioners into 
whose work some occupational health problem does not at 
some time enter, and whilst this volume will be of most 
value to those with special interests in this branch of 
preventive medicine, it should also be of benefit to the 
profession generally, and to others concerned in the protec- 
tion of persons from the risks of their employment. 


Classics of Medicine and Surgery. Collected by C. N. B. 
Camac; 1960. New York: Dover Publications Inc. 8” x 
53”, pp. 436. Price: $2.25. 


Ir is rarely that the medical researcher or historian is at 
the advantage of having ready access to the original texts 
of those authors whose philosophical writings or recorded 
experiments are recognized as milestones in the acquisition 
of medical knowledge or improved practice. Until recently, 
many of these valuable works had not been translated into 
English, and individually they were frequently difficult 
to locate. 

It is 50 years since C. N. B. Camac published his own 
selection of original masterpieces in the English language; 
and now the Dover Publications of New York has produced 
a new paper-back edition of Camac’s collection, which 
comprised the more modern classics of medicine and surgery. 
No research worker in the medical sciences can afford to 
embark on any project within one of these restricted fields 
without first consulting the work of that scientist whose 
ingenuity led to a better understanding of certain natural 
laws. 

The following original papers are to be found in this 
Camac collection: Lister’s “Antiseptic Surgery”, Harvey’s 
“Motion of the Heart and Blood”, Auenbrugger’s “Percussion 
of the Chest”, Laennecs “Auscultation and the Use of the 
Stethoscope”, Jenner’s “Inquiry into Smallpox Vaccine”, 
Morton’s paper on the administration of sulphuric ether, and 
Oliver Wendell Holmes’s paper on “The Contagiousness of 
Puerperal Fever’. Most of the separate items are prefaced 
by a short biographical sketch of the author with his 
portrait, and then follows a list of his less important 
publications. 


Anatomy and Physiology for Radiographers. By C. K. 
Warrick, M.B. BS. (Lond. M.R.C.S., IL.R.C.P., 
F.R.C.S. (E.), F.F.R., D.M.R.; 1960. London: Edward 
Arnold (Publishers) Ltd. 84” x 54”, pp. 272, with illus- 
trations. Price: 30s. net (English). 


Tus book is designed to cover the requirements in its 
field of Part I of the English M.S.R. examination for 
radiographers. For obvious reasons it contains more 
anatomy than physiology. There is a short introductory 
chapter explaining the meaning of some biological terms, 
followed by others on elementary cytology, histology 
(including a discussion of the biological effects of radiation) 
and some pathological processes. The anatomy and physio- 
logy of the whole body are then taken up in a partly 
regional but mostly systematic basis. The _ skeleton, 
naturally, receives the lion’s share of attention; but each 
system is given adequate space in proportion to its radio- 
logical importance within the limitations of the work as a 
whole. Important points are well illustrated, and, where 
possible, there are radiographs elucidated by simple line 
drawings. This is evidently not just a “cram” book for 
intending technicians only, since the body is surveyed 
sufficiently outside immediate radiographic requirements to 
provide a useful picture of it as a whole. For, while the 
physiological sections are brief, they are adequate for this 
purpose, and there are interesting little accounts of the 
effects of irradiation on the different systems. There is no 
mention of the use of radioisotopes and autoradiography, 
but that may be too specialized for this initial training. At 


all events, this is an excellent little book of its kind, and 
can safely be recommended to students of radiography. 


Books Received. 


{The mention of a book in this column does not imply 
that no review will appear in a subsequent issue.] 


‘“Clinical Obstetrics and ree: Fetal Physiology and 
Distress ; Endocrinology”, by T. L. Montgomery, M.D., 
and R. B. M.D. ; New York: Paul B. Hoeber, 
Inc. 93” x 6”, pp. 5, with illustrations. Price: $18.00 a year, 
by subscription. 


New Perspectives on a Therapeutic 
Community”, R. N. Rapoport with an introduction Ay M. 
Jones, C.B.E., M.R.C.P. (Edin.), D.P.M.; 1960, London: 
Tavistock Publications ; Springfield, Illinois : Charies C. Thomas. 
93” x 63”, pp. 332. Price: 62s. 0d. 


“Diagnostic Stomatology: A Clinical Pathologic Approach”, 
by E. Cheraskin, M.D., D.M.D.; 1961. New York, Toronto, 
London: McGraw-Hill Book Company, Inc. 9” x 6”, pp. 350 
with illustrations. Price: $12.50. 


“First Aid = the Factory”, by Lord Taylor, B.Sc., M.D., 
F.R.C.P.; 1960. London, New York, Toronto, Melbourne : 
Longmans, Green and Co. Ltd. 83%” x 6”, pp. 140 with illus- 
trations. Price: 9s. 6d. (English). 


“Revue des Sciences Médicales’’, Volume 5, Nos. 1-2, 1960, 
produced by the Académie de la République Populaire 
Roumaine; 1960. Bucarest: Editions de l’Académie de 
République Populaire Roumaine. 94” x 63”, pp. 128 ‘with 
figures. Price not stated. 


“Periodontal Disease: Report of an Expert Committee on 

ization Technical Report 

pre pas No. 207; orld Health Organization. 
934” x 63”, pp. 42. Price: 3s. 


“Aircraft Disinfection: Eleventh Report of the Expert 
Committee on Insecticides” World Health Organization Tech- 
nical Report Series, No. 206; 1961. Geneva: World Health 
Organization. 94” x 63”, pp. 36. Price: 1s. 9d. 


“Studii Cercetari Endocrinologie”’, Volume II, Nos. 5-6, 
1960, edited by C. I. Parhon; 1960. Bucarest: Academia 
Republicii Populare Romine. 94” x 63”, pp. 221 with illustra- 
tions. Price not stated. 


“Dunham’s Premature Infants”, by William A. Silverman, 
M.D.; third edition, 1961. New York: Paul B. Hoeber, Inc. 
93” x 6”, pp. 588 with a few illustrations. Price: $15.00. 


“Surgical vai and Safeguards”, by Max Thorek, M.D., 

.D. SeD., FLCS, F.BCS. F.P.C.S, (Hon), DCM, 
F.R. S'M.; fifth edition, 1960. ‘dney : Angus & Robertson Ltd. ; 
Philadelphia, Montreal: J. B. Lippincott Company. 10” x 7”, 
pp. 668 with many illustrations. Price: £12 7s. 6d. 


“The Use and Training of Auxiliary Personnel in Medicine, 
Nursing, Midwifery and Sanitation”, Ninth Report of the 
Expert Committee on Professional and Technical Education of 
Medical and Auxiliary Personnel, World Health Organization 
Technical Report Series, No. 212; 1961. Geneva: World Health 
Organization. 94” x 6%”, pp. 26. Price: 1s. 9d. 


“Standardization of Methods for Conducting Microbic Sensi- 
tivity Tests, Second Report of the Expert Committee on Anti- 
bioties”, World Health Organization Technical Report Series, 
No. 210; 1961. Geneva: World Health Organization. 94” x 6H". 
pp. 23. Price: 1s. 94. 


“Aerospace Medicine”, edited by Major-General Harry G. 
Armstrong, U.S.A.F. (Ret.) ; ; 1961. Baltimore: The Williams 
& Wilkins Company. 0” x 6%”, pp. 646 with illustrations. 
Price: £9 18s. 0d. 


“Quaestionarium Medicum”, by F. Meyboom; 1961. Amster- 
dam, London, New York, Princeton: Elsevier Publishing Com- 
pany. 74” x 53”, pp. 203. Price: 30s. 0d. (English). 


“Functional Neuro-Anatomy”, by A. R. Buchanan, M.D.; 1961. 
Philadelphia: Lea & Febiger; Sydney: Robertson Ltd. 
10” x 7”, pp. 378 with illustrations. Price: 93s. 6d. 


“Leukocyte Agglutinins: Properties, Occurrence and Signifi- 
cance”, by Sven-Age Killmann, M.D.; 1960. Oxford: Bl ell 
Scientific . Publications. 93” x 7”, pp. 92. Price: 20s. 0d. net 
(Engli 


“Electron Miscroscopy: A Biolo; 198 
E. H. Mercer, D.Sc., Ph.D., and M. S. C. 196i. 
Oxford: Blackwell ‘Sctentifie x 5”, pp. 
with figures. Price: 9s. 6d. (English). 


“Hemophilic Diseases in Denmark: A Classification of the 
Clotting Defects in 78 Hemophilic Families”, by Knud-Erik 
Sjglin, M.D.; 1961. Oxford: Blackwell Scientific Publications. 
92” x 63”, pp. 350 with figures. Price: 35s. hapagret 


“The Use of Isotopes in Hameteioey 5 G. Lajtha, M.D., 
D.Phil.: 1961. Oxford: Blackwell en s Publications. 9” 
x 54a”, pp. 92, with illustrations. Price: 21s. (English). 
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CheMedical Journal of Australia 


SATURDAY, MAY 27, 1961. 


WOUND INFECTION. 


THERE must be few conditions,, widespread in their 
incidence, serious in their significance, and baneful in 
their potentialities, which have evoked less practical 
response than the problem of wound infection. Over the 
past decade, the problem itself has gradually become 
reasonably clearly defined; from all parts of the world— 
and this includes some significant contributions from 
Australia—reports have come in increasing numbers. In 
the early 1950’s, alarm was expressed by bacteriologists, 
notably Rountree and Thomson in Sydney, on the rapid 
increase in resistant strains of organisms that were being 
found in the hospital populations and in patients, but 
at this stage the optimism that accompanied the early 
widespread development of antibiotics was still in vogue, 
and the warnings were ignored. Later, as the ubiquitous 
staphylococcus became resistant to antibiotics as they 
were successively developed and used, therapy became 
more cautious and passed from the attack to the defence. 
Over the past two years it has become abundantly clear 
that hospitals themselves have bred their own resistant 
strains of organisms, that these strains are frighteningly 
prevalent throughout the institution and its inmates, and 
that the chief enemy is the staphylococcus. Its haunts 
and lairs within the patient and his environment have 
been explored and exposed, its trail within the institution 
can be marked by phage typing, and direct evidence of 
its lethal potentialities has been acquired. The spate of 
literature continues, and the alarm bells have been rung, 
but, except in certain special places, a curious indifference 
prevails, and the warnings are being ignored. 

An increasing amount of factual evidence indicates that 
mere admission to hospital is not without risk. J. E. 
Hassall and P. M. Rountree’ pointed out in 1959 that in 
the Royal Prince Alfred Hospital staphylococcal septi- 
cemia had increased in recent years. In the eight-year 
period 1950-1957, they reviewed 86 cases of staphylococcal 
septicemia; in 40 of these the patients were infected in 
hospital, and of these 31 died. The organisms concerned 
belonged to only a few phage types. The infections, which 
essentially started in 1952, all followed either surgery, 
intravenous therapy or the exhibition of cortisone. Par- 
ticularly horrifying was the finding that in no less than 
20 of 40 cases in which infection occurred in hospital, 
the portal of entry of the infection was through the 
apparently innocent intravenous infusion. A _ further 
study carried out in the Surgical Professorial Unit 
in the same hospital in 1960 confirmed that both 
patients and staff often acquired antibiotic-resistant 
staphylococci in their noses, and that these strains were 


1 Lancet, 1959, 1:213 (January 31). 
» Lancet, 1960, 2:1 (July 2). 


isolated repeatedly from the ward environment and were 
responsible for most of the wound infections. It was 
found that the use of an impermeable plastic seal as an 
operation dressing was a simple move that significantly 
reduced the infection rate. 

The assumption that findings such as these in individual 
hospitals, usually teaching hospitals, can be applied with 
equal point to hospitals in general was confirmed in the 
report of the Public Health Laboratory service in England 
and Wales. A total of 3276 patients who had undergone 
surgical operations in 21 different hospitals were studied 
clinically and, in the majority of cases, bacteriologically 
during their convalescence. Some 9-7% of the wounds 
were affected by post-operative sepsis and yielded patho- 
genic bacteria on culture. The sepsis rate in different 
hospitals undertaking general surgery varied between 
4-7% and 21-8%. The highest sepsis rates after clean 
operations were for cholecystectomy (21%) and breast 
operations (15%), and the lowest were for orthopedic 
operations (2%). In this group it was found that greater 
age of the patient, greater length of pre-operative stay 
in hospital, greater length of the incision, and greater 
duration of the operation were all associated with 
increased sepsis rates, as was the use of a drainage tube. 
Staphylococcus aureus was the commonest pathogen, but 
infection with coliform organisms was also common. 

All workers in this field have underlined the facts that 
in a significant percentage of patients admitted to hospital 
nasal colonization with the staphylococcus occurs quite 
early, that a considerably higher sepsis rate is found in 
such patients, and that, apart from the mortality occa- 
sioned by this type of infection, the assessable morbidity 
and economic wastage are very considerable. In the 
Sydney study the direct effect of wound infection was 
to reduce the effective use of beds by 5%, and in the 
United Kingdom it was thought that the total excess 
stay in hospital due to sepsis was about one million days 
per year or about 3% of the total bed occupancy of all 
the acute hospitals. Whilst the monetary cost of this 
was assessed at about £3,300,000, it is very properly stated: 
“It may be better to regard as a challenge to our medical 
skills the thought of 75,000 people who had clean operation 
wounds that discharged pus, of the 5000 whose stay in 
hospital was prolonged by a month or more, and of the, 
perhaps, 500 who died from sepsis.” 

In the article by R. Gye, P. M. Rountree and J. Loewenthal 
on page 761 of this issue of the Journal yet another hazard 
of operation is emphasized. In an aging population 
operations developed for the relief of peripheral ischemia, 
which is commonly associated with the diabetic state, 
are now seen to carry their own particular and peculiar 
risk. Perhaps the most disquieting feature of this survey 
is the prevalence of detectable clostridia in the precincts 
of the operating theatre—a place which should normally 
be regarded as scrupulously clean and with as low a 
bacteriological load as can be contrived. Once established, 
post-operative clostridial infection in such cases develops 
with startling speed and produces a usually fatal result. 

These painstaking surveys have done nothing more than 
to define the limits of this problem. The heart of it is a 
mass of unanswered queries, and perhaps at the very 


8 Lancet, 1960, 2:659 (September 24). 
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core of it is a human reluctance to face a problem squarely 
where the enemy is invisible and the consequences appear 
to be affecting other’people only. The very beginnings of 
an attack on the problem involve investigation of. basic 
hospital facilities, for which no one on the medical staff 
is properly responsible. It is difficult for medical men 
to get interested in sterilizers, laundries, ventilating 
plants, mattresses and dressing trolleys, wardsmaids and 
their cleaning routines, but they are all as important as 
the nasal swabbings and wound investigations. The more 
distinguished the surgeon, the more he is buffered from 
any disagreeable facts, so that he feels optimistically sure 
that he has no trouble. The Lancet‘ has commented: 
“Disagreeable facts are not always revealed to the chief; 
to his eye, all appears to go well. Terrible things, it is 
rumoured, happen downstairs and up above, but not here. 
And so the menace continues.” The problem, therefore, 
becomes one of awareness and conscience. The evidence 
is indisputable, and the required action is clear. No single 
person or group can be effective. All concerned must 
act in unity and strength. Hospital administrator and 
heads of all his major departments, bacteriologist, 
clinician, nursing staff, even hospital architect and 
engineer, must combine to face this problem, see it. 
clearly in its context, and unite to deal with it. For in 
combined action alone can there be any hope of success. 
A continuation of the present widespread attitude of 
comparative indifference may allow this problem to become 
as great as or greater than any other problem facing 
modern medicine. 


Current Comment. 


THE CONTROL OF HUMAN TRICHOMONIASIS. 


On May 27 of last year a meeting of the Medical Society 
for the Study of Venereal Diseases was held at which three 
papers were read on the treatment of Trichomonas 
vaginalis infections with metronidazole (“Flagyl”). These 
papers are now published, together with the discussion 
which followed, in the British Journal of Venereal 
Diseases. In the editorial of the same journal, it is stated 
that this meeting was a landmark to be compared with 
those meetings which followed the introduction of sul- 
phonamides for the treatment of gonorrhea and of peni- 
cillin for the treatment of ‘gonorrhea and syphilis. It 
was also remarkable for the number of speakers, in 
addition to those delivering papers, from centres in many 
parts of Britain, who were able to add their successful 
experience of the new drug. This drug was first introduced 
in France by P. Durel and his colleagues in 1959, and has 
rapidly gained wide acceptance as offering new hope in 
the treatment of what has so often proved an intractable 
and troublesome infection. Apart from its effectiveness, 
an important point about metronidazole is that it is 
administered by mouth, thereby relieving the patient of 
the trouble and embarrassment of using local applications 
in a large proportion of cases, 


The first two of these papers’? report the results of 
clinical trials carried out at three London hospitals by 
P. Rodin, C. S. Nicol and their colleagues. In the first 
of these trials, 82 female patients were given 200 mg. of 
metronidazole by mouth three times a day for seven days, 
and no local treatment was given during the period of 
observation. Of these patients, four failed to respond in 
that T. vaginalis persisted in the secretions, and were 


4 Lancet, 1958, 1: 1055 (May 17). 
1 Brit. J. vener. Dis., 1960, 36:147 (September). 
2 Ibidem: 152. 


classed as “immediate failures.” Of the 52 who were 
available for review three months later, three-were among 
the “immediate failures” and six had relapsed or become 
reinfected. As regards the clinical findings, all but one 
of those in whom the initial response to treatment was a 
disappearance of the parasites stated that discharge and 
irritation were much relieved within a few days of the 
beginning of treatment. In all cases the signs also 
diminished rapidly, and in most there was complete 
resolution of vaginitis within one or two weeks. There 
was also a rapid decrease in the pH of the vaginal secre- 
tions. There was no evidence that the drug favoured or 
inhibited the growth of Candida species. Seventeen male 
patients with trichomonal urethritis were also treated with 
a similar course of metronidazole, and in 13 of these the 
symptoms were relieved in a few days, and the signs 
cleared within one or two weeks. Seven of those who 
responded were examined after apparent cure, and 
urethroscopy and examination of prostatic fluid showed 
no abnormality. 

In the second trial, 127 female and 11 male patients 
were treated with a five-day course of metronidazole, 
200 mg. three times a day. The authors state that the 
small proportion of immediate and late failures suggests 
that the drug may prove to be effective in this dosage. 
It is probable that some of the late failures were due to 
reinfection. In both trials little difficulty was experienced 
with toxic side effects, mild gastro-intestinal disturbances 
being the one most frequently complained about. 

In the third paper, P. Durel* of Paris and his colleagues 
report the results in two series of patients, metronidazole 
being used by local application in one series and by oral 
administration in the other. These workers found that 
the drug was at least as active when administered by 
mouth as when applied locally, but they. state that in 
their opinion the best results in women are obtained by 
concurrent oral and local treatment. However, the British 
workers had all found metronidazole satisfactory when 
administered systemically only, and it would appear that 
combined local and systemic administration could be 
reserved for the small proportion of patients with refrac- 
tory infections. 

Attempts to eradicate an infection can easily be stultified 
if a proper understanding of its natural history is lacking, 
and this is certainly true of trichomoniasis. Textbooks of 
gynecology tend to be vague on the subject of the epidemi- 
ology of trichomonas vaginitis, though recent editions 
generally note the growing consensus that coitus is 
important in its transmission. The ideas that tricho- 
monads may be incidental commensals in a vagina 
diseased from other causes, and that infection may be 
transferred from the rectum, still receive mention. These 
and other related questions are effectively dealt with in 
another paper in which R. R. Willcox‘ discusses epidemi- 
ological aspects of trichomoniasis. He points out that 
trichomonads are widely distributed in nature and names 
five species as being commonly found in man. Complete 
agreement that all these forms are specifically distinct is 
lacking, but Willcox quotes convincing evidence that 
T. vaginalis is distinct from the species found in the 
mouth, and from those inhabiting the gut. This appears 
to dispose effectively of the formerly prevalent belief that 
the organism in trichomonas vaginitis might be derived 
from some other part of the patient’s own body. There is 
a considerable body of circumstantial evidence that 
trichomonas infection is frequently transmitted venere- 
ally; on the other hand there are considerable difficulties 
in accepting this as the usual method of transmission. 
Not least of these is the relative rarity of trichomonas 
infection in the male, though this is partly offset by the 
fact that infection in the male is often asymptomatic. 
However, the conclusion seems inescapable that tricho- 
monas infection in the female is frequently by indirect 
transmission. Two sources which have been seriously 
considered are public lavatory seats and contaminated 
towels. Those interested in the question of transmission 
should read Willcox’s informative discussion on the 
subject, as it is only possible to touch briefly on it here. 


154. 
4Ibidem: 167. 
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Before leaving the subject we should mention a paper 
by L. Watt and R. F. Jennison® on the incidence of 
T. vaginalis in marital partners. These workers examined 
the husbands of 30 women suffering from trichomonas 
vaginitis, and found evidence of infection of the lower 
part of the genito-urinary tract in 18, though only two 
of these had related symptoms (both had balanitis). The 
organisms were most frequently recovered from cultures 
of prostatic fluid. As a control series, 50 male patients 
attending a venereal diseases clinic were similarly 
examined, but of these only four gave evidence of infes- 
tation with 7. vaginalis. Watt and Jennison make the 
point that investigation and treatment of male partners, 
though best undertaken by venereologists, to avoid mis- 
understandings should not be done at venereal disease 
clinics. Watt and Jennison suggest that such investiga- 
tions should be made at special sessions in the gynzco- 


logical department where the majority of T. vaginalis. 


infections in women come to light. In the discussion which 
followed the papers on metronidazole, A. J. King stated 
that, in spite of improved methods of investigation, it was 
difficult to exclude infestation in the male partner of a 
woman with trichomoniasis, and suggested that, while 
such patients should be fully investigated, it seemed 
reasonable to treat the male consort even if the findings 
were negative. 


PRE-CANCEROUS CONDITIONS OF THE CERVIX. 


Because there is no clinical method by which pre- 
cancerous states of the cervix uteri may be diagnosed, 
exfoliative cytology has become an important routine 
method of clinical pathology. This method reveals 
abnormal cells but does not differentiate between 
carcinoma-in-situ and early invasive cancer. For this, 
microscopic examination of biopsy material is necessary. 

If the biopsy reveals invasive cancer the management 
of -the case is fairly straightforward. Abnormal hyper- 
plasia of the epithelium without invasion, however, poses 
a new problem. The first important investigation into 
the significance of epithelial hyperplasia was that of 
Olaf Petersen’ in 1955. He classified these changes in the 
following way. 

1. Simple epithelial hyperplasia. There is thickening of 
the epithelium with an increase in the proportion of 


basal cells, but with no departure from normal orientation ~ 


or staining reactions. 

2. Epithelial hyperplasia with nuclear abnormalities. 
There is alteration in the epithelium towards anaplasia 
resulting in the type of appearances covered by the 
term “carcinoma-in-situ”. In this type of hyperplasia 
there is still a clear demarcation between epithelium and 
the underlying connective tissue. 

3. Borderline cases. In this group the epithelial structure 
is essentially that in category 2 but in places the suspicion 
arises of early invasion. 

Petersen found that 26-8% of patients exhibiting epi- 
thelial hyperplasia with nuclear irregularity developed 
invasive cancer while the remainder eventually reverted 
to normal, taking in some cases up to 15 years to do so. 
Those in the borderline group who developed invasive 
cancer did so earlier than those who showed a well defined 
separation of the epithelial layer from the underlying 
connective tissue. They probably represent a more 
advanced stage of the same pathological process. 

Petersen’s findings have now been confirmed by 
Per Lange? working in the gynecological out-patient 
department of the Copenhagen City Hospital. In a series 
of 111 patients with cervical precancerosis of whom 100 
were observed for more than five years, 83 were grouped 
as having epithelial hyperplasia with nuclear abnormalities 
and 17 were borderline cases. Twenty-four patients 
developed invasive cancer from three months to 10 years and 
six months after the diagnosis of a precancerous state and 
63 are alive and well from five to 13 years after the initial 


5 Ibidem: 
1 Acta ), 1955, su 
2 Acta path. microbiol. Scand., 19 


lement 127: 


diagnosis. Five were treated radically after five years 
and eight died without cancer. Six of the 17 cases falling 
into Petersen’s category 3 developed invasive cancer 
against 18 (22%) of the 83 patients in category 2. 
Lange also confirmed Petersen’s finding that invasive 


cancer tended to occur earlier in the borderline cases of 


category.3 than in those of category 2. 

The most important finding in both series is that pre- 
cancerous conditions of the cervix uteri may regress. 
Forty-four of Lange’s patients had biopsies performed 
more than five years after the initial diagnosis and in 
30 of these the epithelium was normal or only. slightly 
hyperplastic. Unfortunately there are no _ histological 
criteria by which one can forecast which lesion will pro- 
gress to invasive cancer. The only feature which gives any 
indication is post-coital bleeding. Lange considers the 
borderline cases to be more advanced than those having 
epithelial hyperplasia with nuclear abnormalities because 
they have a shorter latent period and more often develop 
cancer. Because there is more likelihood of an older 
person developing cancer than a younger one, Lange 
recommends that patients be treated according to their 
age. Those under 35 years should be treated conservatively. 
A careful curettage of the cervical canal is made and is 
followed by conization if any precancerous changes are 
found in the curettings. If the cone biopsy reveals no 
invasive cancer, the patient is closely followed with fre- 
quent cytological or histological examinations. He con- 
siders that patients aged more than 35 years should be 
submitted to hysterectomy, the type of operation depending 
upon the cervical biopsy findings. 


MEDICAL REFERENCES TO AUSTRALIA BEFORE 1880. 


A RICH MINE of historical material relating to medicine 
in Australia before 1880 is opened up by a recent publi- 
cation from the Museum of Medical History of the Medical 
Society of Victoria. Miss Ann Tovell, Assistant to the 
Honorary Curator of the Museum, working with the 
Honorary Curator, Dr. Bryan Gandevia, has prepared a 
list of articles, news paragraphs, editorial comments and 
other items referring to Australian medical practice which 
have been located in British medical journals of the 
nineteenth century. The items, totalling some 650 in all, 
are taken mostly from six major sources: the Medico- 
Chirurgical Review, the Medical and Physical Journal, 
The Lancet, the British Medical Journal, the Edinburgh 
Medical Journal, The Medical Times and Gazette. However, 
42 items from a variety of other sources (a few of them 
not British) are grouped as “miscellaneous references and 
addenda”, and for some reason not immediately apparent 
a single item from the British and Foreign Medical Review 
(or Quarterly Journal of Practical Medicine and Surgery) 
has a section all to itself in lonely splendour. The chief 
object in compiling this list was “to provide ready 
reference to British views on Australian medical practice 
and to information on Australian medical problems pub- 
lished abroad”. The compilers point out that the value 
of the items varies widely. Some are merely summaries 
based on articles in the Australian medical or lay Press, 
and some are brief notes which have had to be titled. 
Others are valuable reviews of books of Australian sig- 
nificance, but separately published works are not included. 
Subject and author indexes contribute greatly to ease of 
reference. Miss Tovell and Dr. Gandevia are to be con- 
gratulated on this publication, which has obviously 
involved a great deal of not only painstaking but also 
discriminating searching. No student of the history of 
medicine in Australia can afford to be without it. .No 
information is given on how it is to be obtained, but it 
appears to be a private publication, presumably available 
on application to the Museum of Medical History of 
the Medical Society of Victoria, 426 Albert Street, 
Melbourne, C.2. - 


1“References to Australia in British Medical Journals prior 

to 1880”, by Ann Tovell and Bryan Gandevia; 1961. Medical 
Society of Victoria: Museum of Medical History. Io” 
pp. not numbered. Price not stated. 
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Abstracts from Medical 
Literature, 


UROLOGY. 


Tumours of the Spermatic Cord. 


W. Dreyruss anp E. Goopsitr (J. 
Urol. (Baltimore), November, 1960) 
report four cases of malignant tumour 
of the spermatic cord. All the tumours 
were sarcomas (one fibrosarcoma, one 
myxosarcoma, one leiomyosarcoma, 
one liposarcoma). In the last case the 
diagnosis of simple lipoma was con- 
sidered, and it was in fact the least 
active tumour of the four. In three 
eases trauma drew attention to the 
presence of the tumour, sometimes by 
causing hemorrhage, necrosis and 
pain. The authors point out that it 
is possible that some tumours of this 
type could arise in the retroperitoneal 
portion of the cord between the origin 
of the vas and its entrance into the 
inguinal canal, but state that no such 
case has yet been published. Early 
diagnosis is difficult and all the 
tumours in this series were extensive. 
Local removal of the tumour together 
with the contents of the scrotum is 
indicated. Whether it is mandatory 
to do a block dissection of all drain- 
ing lymph glands, or to irradiate 
them, is not certain, though in some 
cases autopsy has shown widespread 
lymph-node involvement. The authors 
comment that, being sarcomas, these 
tumours would tend to metastasize 
through the blood stream. 


Pulmonary Metastases from Genito- 
Urinary Tract Neoplasms. 


M. H. Lent et alii (J. Urol. (Balti- 
more), December, 1960) report eight 
cases of pulmonary resection in the 
surgical treatment of metastases from 
primary malignant neoplasms in the 
kidney (2), testis (5) and renal pelvis 
and bladder (1). These operations 
included one pneumonectomy, two 
lobectomies, and five wedge resections. 
Six of the eight patients were alive 
and well 8 to 75 months after the 
lung operation. The indications for 
surgical removal of pulmonary meta- 
stases are as follows: the original 
lesion must be under control; any 
other metastases must already have 
been removed or be surgically oper- 
able; the metastasis must be so 
located that it is amenable to resec- 
tion. 


Penetrating Renal Wounds. 


R. Scorr, gr. (J. Urol. (Baltimore), 
November, 1960) presents an analysis 
of 100 penetrating renal injuries. In 
20% of these cases hematuria did not 
occur; therefore the absence of blood 
in the urine should not make one too 
confident in ruling out renal injury. 
Excretion urography was of diagnos- 
tic value in 64% of these cases. The 
author thinks that this examination 


should be performed in all cases of 
penetrating abdominal injuries if the 
patient’s condition permits, not only 
to define the extent of possible renal 
injury, but also to establish the func- 
tional capacity of the opposite kidney. 
The incidence of complications after 
non-surgical treatment of penetrating 
renal injury in this series was 17%. 
The combined incidence of complica- 
tions after all forms of surgical treat- 
ment of these injuries was only 5%. 
The author therefore suggests that 
when renal injury is determined the 
kidney should be explored. In 80% 
of these cases associated injuries of 
intraperitoneal structures were found; 
therefore an exploratory laparotomy 
is indicated in all cases. The author 
states that the performance of excre- 
tion urograms should be delayed for 
several hours until primary shock has 
disappeared; otherwise concentration 
is so poor because of low blood pres- 
sure that films are useless. When the 
threat of exsanguination is a very 
serious one, immediate operation 
should take pi prity. 


Chronic Pyelonephritis at Autopsy. 


S. E. T. KtEEMAN AND L. R. FREED- 
MAN (New Engl. J. Med., November 
17, 1960) state that the pathogenesis 
of histologically proved chronic pyelo- 
nephritis is frequently obscure, and 
report on an attempt to investigate 
the etiological relationship between 
clinical urinary-tract infection and 
the autopsy finding of chronic pyelo- 
nephritis. They state that, in the 
absence of obstruction, urinary-tract 
infection is seen 10 times more fre- 
quently in women than in men. On 
the other hand, their present study 
has shown that, at autopsy, chronic 
pyelonephritis in the absence of 
obstruction is diagnosed approxi- 
mately as often in men as in women. 
After considering the various possible 
explanations of this apparent contra- 
diction, the authors conclude that, 
while other workers have demon- 
strated beyond question that clinical 
urinary-tract infection may cause 
chronic pyelonephritis, the results of 
their investigation support the view 
that the morphological changes of 
pyelonephritis may also be due to 
conditions other than bacterial infec- 
tion. 


Teratoma of the Testis in an Infant. 


A. SPITALNY AND B. BRONSTEIN (J. 
Urol. (Baltimore), January, 1961) 
state that most cases of teratoma of 
the testis occur in adults, the com- 
monest age period being 25 to 30 
years. Testicular neoplasms, gene- 
rally, are seldom met in children, but 
more reports on teratomas of the 
testis in children have been accumu- 
lating in the past decade. Between 
1803 and 1942 the literature showed a 
total of 5500 cases of testicular 
tumours, in only 131 of which the 
patients were under 15 years of age. 
In this small childhood group, tera- 
toma is the commonest tumour, com- 


prising 89 of the 131 tumours; only 
17 of the patients were under one year 
of age. The authors report a case in 
a healthy boy of 18 months, mainly 
because of the rarity of the disease in 
infancy. The case was classified as 
adult teratoma of the testis as the 
tumour tissue had a_ well-differenti- 
ated adult pattern. There were no 
malignant cells present. The many 
different tissue patterns present 
represented the products of muitiple 
germ layers with only a small frag- 
ment of testicular parenchyma pre- 
sent. The exact etiology is unknown, 
but such tumours are probably an 
attempt at embryo formation. They 
arise from spermatogenes which are 
totipotent germinal cells. Spread 
beyond the testis in the juvenile group 
is extremely rare, and simple orchi- 
dectomy gives good results. 


Colistin for Pseudomonas Infections. 


G. CARROLL AND W. F. MALETTE (J. 
Urol. (Baltimore), January, 1961) 
report on the use of “Colymycin” 
(sodium colistin-methane-sulphonate ) 
in chronic urinary infections with 
Pseudomonas eruginosa. Colistin was 
isolated in Japan in 1950, as a fermen- 
tation product of Aerobacillus colis- 
tinus, and animal studies indicate 
that the drug is much less toxic than 
polymixin B and is promptly absorbed 
into the blood when given intramus- 
cularly. When given orally it is poorly 
absorbed and it is therefore useful for 
sterilization of the alimentary tract 
for any reason. The authors have 
used “Colymycin” in over 200 cases, 
but base their present report on a 
representative series of 80 patients, 
chiefly those with Pseudomonas infec- 
tions. Thirty milligrammes were 
given intramuscularly every 6 hours 
for 5 days in all cases in which 
Pseudomonas was isolated. Obstruc- 
tive lesions were treated simultane- 
ously as indicated. Of 58 cases in 
which Pseudomonas disappeared after 
treatment, in 23 secondary infection 
occurred due to other organisms. In 
16 of these Proteus vulgaris was im- 
plicated, but 13 strains of the latter 
were found to be sensitive to kana- 
mycin. All infections by Escherichia 
coli responded to “Colymycin” as also 
did Aerobacter aerogenes infections. 
Four patients with severe Pseudo- 
monas infections were treated in the 
consulting room by a single intra- 
muscular dose of “Colymycin” (150 
mg.) on three successive days. In 
all four the urine cleared in one day 
and was sterile on culture at the end 
of this short course. Side effects, even 
in high dosage, appeared to be negli- 
gible. Infants and small children 
tolerated’ relatively large doses. The 
authors conclude that “Colymycin” is 
highly selective in its action, but is 
almost completely effective against 
Ps. eruginosa, and is similarly effec- 
tive against A. aerogenes and E. coli. 
The appearance of Proteus organisms 
during treatment with “Colymycin” 
indicates that the drug is ineffective 
against this organism. 
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DERMATOLOGY, 


Effect of Methoxsalen on Sunburn 
and Suntan. 


J. D. Imprret et alii (Arch. Dermat.., 
October, 1960) report a _ controlled 
blind trial of 40 normal subjects to 
compare the effects of 20 mg. of 
nethoxsalen given by mouth and a 
placebo. Statistically significant dif- 
ferences were observed between the 
effects of the active drug and of 
placebos. Previous evidence that this 
dosage of methoxsalen with carefully 
graduated exposures to _ sunlight 
would result in a decreased degree of 
sunburn and augmented pigmentation 
was confirmed. The authors recom- 
mend the use of methoxsalen to 
inerease the tolerance of skin to sun- 
light in individuals who do not have 
adequate protective mechanisms. They 
urge that it should be given only to 
patients who understand its indica- 
tions and hazards, and for a medical 
(not cosmetic) indication. 


The Treatmont of Mycosis 
Fungoides with Cyclophosphamide. 


D. C. ABELE AND R, L. Dosson (Arch. 
Derm., November, 1960) discuss the 
use of cyclophosphamide (“Cytoxan”) 
in the treatment of four cases of 
mycosis fungoides. They state that 
initial treatment with 200 mg. of 
cyclophosphamide daily for 14 to 21 
days has produced optimum results 
with minimal side effects. This is 
followed by single weekly mainten- 
ance doses of 400 to 700 mg. On this 
regime, relief of symptoms, clearing 
of the exfoliation and thinning of 
infiltrated plaques have been achieved 
in 10 to 14 days; subjective symptoms 
usually subsided in four to seven 
days. During the initial phase of 
treatment, moderate alopecia was the 
only side effect noted. With the 
larger maintenance doses, nausea at 
times necessitated the giving of 
smaller doses at more frequent inter- 
vals. The authors conclude that the 
gratifying results in aH patients to 
date, in view of the limitations and 
complications of other forms of 
therapy at present in use, seem to 
justify further trials of this agent. 


The Natural History of the 
Strawberry Nevus. 


R. F. Bowers et alii (Arch. Derm., 
November, 1960) state that a study of 
169 untreated lesions shows that com- 
plete spontaneous resolution of straw- 
berry nevus is common, and takes 
place in approximately 50% of cases 
by the age of five years and in 70% 
by the age of seven years. Continued 
improvement is not uncommon after 
this age. Of those which do not 
resolve completely, some _ regress 
greatly and only a few (about 6% of 
this series) constitute any cosmetic 
handicaps; of these most can be 
treated by surgery. In this trial, no 
nevus extended after the age of 12 


months, and not one did any sig- 
nificant damage. With the possible 
exception of lip lesions, the authors 
have not been able to distinguish a 
type of strawberry nevus which, in 
prospect, is particularly unlikely to 
resolve. A number of factors includ- 
ing site and size were studied in this 
connexion. The presence or absence 
of expansion in early life is not an 
infallible guide to prognosis. Except 
for minor disagreement on the last 
statement the present results confirm 
those of Lister, Wallace and Walter, 
though these authors did not perhaps 
lay sufficient stress on the fact that a 
small but appreciable number of 
nevi persist after the age of seven 
or eight years. 


Photosensitizing Therapeutic 
Agents. 

W. M. Sams (J. Amer. med. Ass., 
December 17, 1960) reviews the drugs 
which have produced reactions of 
photosensitivity, for the most part in 
the sequence in which they were 
originally introduced. The increase 
in the number of therapeutic agents 
capable of producing a reaction of 
photosensitivity is evident. The 
mechanisms involved in the produc- 
tion of photosensitivity are discussed. 
The reactions concerned, though un- 
desirable and sometimes alarming, 
are not ordinarily associated with 
serious or permanent untoward 
effects. 


A New Treatment of Leg Ulcers. 


S. D. McAvstann’ (Practitioner, 
February, 1961) discusses an aerosol 
spray containing oxytetracycline and 
hydrocortisone which has been found 
to heal some leg ulcers which do not 
respond to other forms of treatment. 
The use of this spray is reported in 
the treatment of a series of 54 
patients with leg ulcers selected at 
random. The spray cured the lesions 
in 79% of cases, and the new skin has 
been healthy and of normal texture. 
It is emphasized that efficient ban- 
daging, to give tight compression 
evenly from toes to knee, is an essen- 
tial part of any topical therapy for 
leg ulcers. The spray was found to be 
ineffective in promoting the healing 
of deep ulcers, though it appeared to 
stimulate the growth of the epithelial 
edges and the granulation tissue at 
the base of the ulcer developed a more 
healthy appearance. In five such cases 
preliminary results with the use of 
a topical application which contained 
a mono-amine oxidase _ inhibitor, 
nialamide, were encouraging. 


Intralesional Injection _of Chloro- 
quine for Chronic Discoid 
Lupus Erythematosus. 


A. Petzic, V. H. WITTEN AND M. B. 
SuuzBerceR (Arch. Derm., January, 
1961) report their results in the treat- 
ment of patients with chronic discoid 
lupus erythematosus, with one or a 
few isolated or residual lesions, by 
the combined intralesional and oral 


‘cases of 


administration of chloroquine hydro- 
chloride. For injection, this was used 
as a solution of 50 mg. per ml. of 
distilled water. In no instance was 
there any undesirable complication, 
and the authors consider that the 
residual scarring from the lupus 
erythematosus lesion was not aggra- 
vated by the injections. They conclude 
that although this treatment is not 
effective in all cases, it is worth a 
trial where accepted systemic therapy 
has failed, and where it is desired to 
avoid the often more painful and 
destructive measures such as applica- 
tions of solid carbon dioxide. 


Plaque-Like Form of Cutaneous 
Mucinosis. 


H. O. Perry et alii (A.M.A. Arch. 
Dermat., December, 1960) report three 
persistent erythematous 
plaques on the anterior and posterior 
aspects of the thorax, which histo- 
logically fulfil the criteria for the 
diagnosis of lichen myxcedematosus. 
The plaques, composed of closely set, 
erythematous, somewhat urticarial 
papules, have persisted essentially 
unchanged for periods up to eight 
years after attaining their present 
size soon after onset; they have been 
asymptomatic except for some pru- 
ritus, and have been unassociated 
with systemic disease: These three 
cases seem to form another subgroup 
among those forms of cutaneous 
mucinosis classified as lichen 
myxedematosus (papular mucinosis). 
However, the authors consider that it 
is best to continue to classify them 
under this term, which is in general 
use and adequately separates these 
lesions from those of generalized 
myxedema and localized tibial 
myxedema. 


Pseudopelade. 


F. RoncHese (Arch. Derm., Sep- 
tember, 1960) states that the pattern 
of pseudopelade has been discussed 
for over 70 years, but that its etiology 
is still unknown. Besides the irregu- 
lar round configuration of the lesion, 
the sunken patches, depressed below 
the level of the skin, are characteris- 
tics. It is a chronic progressive dis- 
order. The author gives reasons why 
he considers it doubtful that lichen 
planus is a precursor of pseudopelade. 
Histologically and clinically unequivo- 
eal lichen planus is practically non- 
existent on the scalp and it terminates 
in hyperpigmentation without atrophy 
while pseudopelade presents atrophy 
but no hyperpigmentation. Pseudo- 
pelade, as described by Brocq, is a 
rare, atrophic, progressive, irrever- 
sible disorder of the scalp, with a 
distinct pattern and definite clinical 
characteristics, and with histological 
features which are not diagnostic. 
The author concludes that the term 
pseudopelade, limited to loss of hair 
with a pattern of alopecia areata and 
with unknown’ etiology, should 
remain because it has been in use for 
over 70 years and cannot be replaced 
by a satisfactory English term. 
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Public Health. 
INFLUENZA—A DISAPPEARING DISEASE?! 


Ir is too early to assess the full extent of the 1961 
recrudescence of influenza, but it seems clear that in this 
epidemic, mortality followed the general downward trend 
that has been manifest throughout the world since 1921, 
and which is demonstrated in a recent study of mortality 
from influenza and pneumonia made by the World Health 
Organization.’ 

In the 13 countries examined there has been a marked 
up and down movement in the number of deaths from 
influenza, the peaks indicating the epidemics, and the 
depressions the inter-epidemic periods. Almost without 
exception each peak and each depression is lower than the 
preceding one. 


1929—A Bad Year. 


In the United States, for example, there has been no 
really high peak since 1929, when the influenza death rate 
was 55 per 100,000 of the population, while the highest rate 
there since the war was 6°3 per 100,000 in 1946, after which 
it went steadily down to 1°4 in 1956. Even the 1957 epidemic 
increased the rate to only 4°4 per 100,000. 

The United Kingdom shows a similar picture except that 
all figures are proportionately higher. The peak there was 
also in 1929, with 73°4 deaths per 100,000. The rate dropped 
to 2°9 in 1948, and the 1957 epidemic caused 15 deaths per 
100,000 of the population. 


Is Man More Resistant? 


What are the reasons for this progressive decrease? 
Either the influenza virus is losing its virulence or man 
himself is better able to resist it. Which is the more 
important of these factors is open to discussion. There is 
no doubt that the virus has changed a number of times 
in the past 30 years, and since the peaks are going down 
it can be assumed that every change has reduced its 
killing properties. 

Certainly, the A2 virus of the 1957 epidemic, which was 
also responsible for most of this year’s influenza, is known 
to be a less harmful variant of the A virus that proved to 
be so lethal in 1919. However, epidemiologists warn that 
there must be continuous observation of the modern viruses 
in case the downward trend of the past 30 years should 
suddenly be reversed. 


Changing Conditions. 


Man has also changed through these years. In general 
he is better fed, better housed and subject to less over- 
crowding, at least in most of the countries under review. 
There can be no doubt that these factors increase resistance 
to the more severe manifestations of infection, and it is 


reasonable to suppose that the lower death rate from 


influenza is partly attributable to man’s condition. 

The introduction of sulphonamides and antibiotics has 
also played its part by suppressing some of the bacterial 
complications of influenza, although they have no effect 
on the virus itself. 


Vaccines against the Virus. 


Until now vaccination has not played an important role, 
and the use of vaccines is too recent to have made an 
impression on the mortality figures. This may change in 
the future, however, provided that vaccines are made from 
the same virus strain that causes the influenza at a par- 
ticular time. Then the degree of protection can be as high 
as 70%. 

However, it is difficult to make sure that there will be 
enough of the right vaccine available at the critical moment, 
that is, when a new strain of the virus begins to spread. 
The new virus form has the advantage—it attacks a popula- 
tion with no previous immunity. 

WHO's influenza programme is concentrated on this 
crucial point. Laboratories all over the world have been 
designated to collect strains as they appear, and to transmit 
them to centres in the United Kingdom and the United 
States for examination and identification, so that, if 
necessary, suitable vaccines can be produced from them. 


1 This article, which has been made available by WHO and 
is dated March, 1961, is based on information provided by the 
Virus Diseases and Health Statistics sections at WHO Head- 
quarters, Geneva. 

2 Epidem. vital Statist. Rep., 1960, 13, No. 11-12. 


Lobar Pneumonia Decimated. 


Another acute chest disease, lobar pneumonia, has 
responded well to sulphonamides and antibiotics, the report 
shows. The pneumococcus is sensitive to many sulphona- 
mides and antibiotics, and lobar pneumonia deaths began 
to drop about 1936 when the revolution in treatment had 
taken place. Comparative figures for the periods 1931-1935, 
before the advent of these new drugs, and 1953-1957 after- 
wards, show that deaths from lobar pneumonia had decreased 
up to 96% in some countries, and to a remarkable extent 
almost everywhere. 

I. 


Percentage Decreases in Deaths from Lobar Pneumonia 
1958-1957 compared to 1931-1935. 


Percentage Decrease. 


Country 
Men Women 


Japan ate 71-4 
England and Wales = 65-8 
Switzerland .. 90-4 
Australia ibe 63-5 
New Zealand 67-5 


Recalcitrant Br 


A third disease, bronchopneumonia, has not responded as 
well to modern treatment and now causes more deaths 
than either lobar pneumonia or influenza in the countries 
under review, with the exception of Japan, where lobar 
pneumonia is still the most serious. 

Bronchopneumonia differs in that there is no one specific 
cause that is known, and the importance of the various 
possible causes has not yet been worked out. Much research 
is being done, and there have been great advances, especially 
in reducing deaths in the younger members of the popula- 
tion, where probably an infection that can be fought with 
antibiotics is often at the root of the trouble. 


The Age Factor. 


The age factor can be seen in the United States, where a 
yearly average of 6819 deaths from bronchopneumonia in 
boys under one year in 1931-1935 had dropped to 2543 in 
1953-1957. Similar improvements are to be observed in 
most countries in the younger groups and right up to 45 
years. In older people the death rate sometimes is much 
higher than formerly. 

In fact the aging of the population may be one reason for 
the present importance of bronchopneumonia. For example, 
in the United Kingdom the increases are most striking in 
women over 75, among whom deaths went up from an 
average of 1339 in 1931-1935 to 4813 in 1953-1957. 

However, deaths from bronchopneumonia are generally 
very high in the United Kingdom, with a rate of 42-8 per 
100,000 in 1958, compared with Denmark, an agricultural 
country, where the death rate in that year was only 11-9. 


British Wedical Association. 


HENRY SIMPSON NEWLAND PRIZE IN SURGERY. 


Tue Henry Simpson Newland Prize in Surgery, estab- 
lished to commemorate the services of Sir Henry Newland 
to the medical profession, is open for competition. The 
conditions are: 

1. The prize shall be awarded every three years to the 
writer of the essay adjudged to be the best on a surgical 
subject. 

2. The prize will consist of a money award of one hundred 
pounds (£100), together with a medal. 

3. The next award will be made in 1962, the subject of the 
essay being: “The modern management of inflammatory 
and neoplastic diseases of the left colon and rectum.” 
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4. The dissertation should be based on personal observation 
and experience. 

5. The essay must be typewritten or printed in English. 
It must be distinguished by a motto and accompanied by 
a sealed envelope containing the name and address of the 
author and having on its outside the corresponding motto. 
It must not exceed 50,000 words. 

6. Essays must be delivered to the General Secretary, 
Federal Council of the British Medical Association in 
Australia, 135 Macquarie Street, Sydney, not later than 
January 15, 1962. 

7. The competition is open to any graduate of any medical 
school within the British Commonwealth. 

8. The committee administering the Henry Simpson 
Newland Prize Fund reserves the right to withhold the prize, 
and its decision in regard to any award shall be final. 

9. The prize essay shall be submitted forthwith to the 
Editor, THE MEDICAL JOURNAL OF AUSTRALIA. 


Dut of the Past. 


THE BUBONIC PLAGUE." 


{From the Australasian Medical Gazette, August 20, 1902.] 


Arter the lapse of about a month, two more plague rats 
were discovered at Darling Harbour, Sydney. Since April 
last the rat-catching staff have taken all rats to the Board 
of Health’s laboratory, where about 800 have been examined 
each week. No infected rat, however, has been found from 
June 10th until the third week in July, and, we believe, 
none have been found since. Dr. Thompson states that it 
was to be expected that the plague would remain among 
the rats either in a chronic form or in a few scattered cases 
after the epidemic had ceased; but so long as the disease 
existed among the rats there was a danger of human sub- 
jects becoming infected. Newcastle has hitherto escaped 
infection, the only case which occurred there in the previous 
epidemics being one on board of a ship which had proceeded 
from Sydney to Newcastle for coal. On August 6th, how- 
ever, a case was discovered in the Newcastle Hospital. A 
youth employed at a leading hotel in the city was sent to 
the hospital by Dr. Nickson as a suspicious case, and was 
placed in the isolation ward. The patient was subsequently 
found to be suffering from bubonic plague in a severe form, 
and he died a day or two later. He had not been away 
from the hotel for the last four months, so that it seems 
certain that the infection took place at the hotel. If this 
be so, it is certain that the disease exists among the rats in 
Newcastle, and in the ordinary course of events noted in 
previous epidemics we may expect the occurrence of further 
cases in that city. 


Correspondence, 


AN INTRODUCTION TO THE McWHIRTER 
CONTROVERSY. 


Sir: There seems little point in adding further armchair 
comments to this over-discussed problem (MempIcaL JOURNAL 
or AUSTRALIA, February 25, 1961). The only worthwhile 
additions would seem to be the presentation of results, 
either in the hands of other centres, or a controlled series 
done at the one centre by the same surgeon and radio- 
therapist, or the ten and fifteen year survival figures from 
the policies under discussion. To this end the paper following 
Mr. Woodward’s contribution is worthwhile, and this letter 
and the article discussed are not worth publishing or 
reading. They can only rehash old arguments, which those 
who have any interest in the field have already read in the 
original. 

I am sorry to take up space in your Journal merely to 
answer arguments which McWhirter and others have 
already dealt with. For one who despises “verbal logic”, 


1From the original in the Mitchell Library, Sydney, 


Mr. Woodward indulges in its use to great length. After 
all, logic is by definition verbal. 


First, Mr. Woodward agrees that 40% to 50% of radical 
mastectomies are needlessly performed in Stage I cases. 
This takes no account of the clinical Stage II cases who 
have no axillary metastases in their palpable nodes. The 
disputed group are those Stage I cases with microscopic 
invasion and the early Stage II cases. Simple mastectomy, 
even for lesions in the upper outer quadrant, will free the 
patient of the primary without cutting through a cord of 
tumour tissue. The adjacent nodes need not be invaded, 
and if low in the subpectoral region, they can be removed 
if they are involved without disturbing the axillary fascia. 

In the Paterson Russell series of awaiting recurrence 
before irradiating, obviously if recurrence takes place in 
the first year and irradiation is required, the tumour has 
not been adequately removed and is actively malignant. 
Therefore, spread outside the feasible treatment area takes 


- place early and the prognosis is worse than in those who 


do not require irradiation. It is also obvious that top 
surgeons whose reputations depend upon their technique 
and their results employ top anesthetists to make sure that 
their operative mortality is nil. They select their cases 
most carefully, and their results are not comparable to any 
other form of treatment. The average surgeon with average 
experience and an averge anesthetist cannot expect to 
produce radical mastectomy results equal to these. How- 
ever, less damage is done by simple mastectomy than by a 
radical, and this applies particularly to the morbidity pro- 
duced by swollen arms and stiff shoulders. One has only 
to work in the Edinburgh department to be impressed by 
the lack of morbidity produced by their technique. 

McWhirter was unable to provide a control series because 
his surgical colleagues were so impressed by his results 
that they swung completely over to his technique. Now 
that another generation of surgeons with improved tech- 
niques has grown up in Edinburgh, they naturally want 
personal experience in radical mastectomy before conceding 
that simple mastectomy plus irradiation is superior. 


Hyperemia induced by irradiation does not appear early. 
Therefore any cells released by it will have had an adequate 
dose of X rays, and as they obviously must lie in an area 
of good blood supply, they are in the most radiosensitive 
state. If Bond’s report is read in full, it is apparent that 
there is an adequate explanation for the 18% more who get 
metastases after irradiation—i.e., they lived longer than 
those who did not receive irradiation. Further it is apparent 
that Bond, Kunkler and Waterhouse are by no means 
satisfied with radical mastectomy with or without irradiation 
as a routine method of treatment. Perusal of the reference 
made to Kaae shows that some of the increased incidence 
of metastases following irradiation is due again to pro- 
longation of survival. No statistical analysis is made of the 
figures in the paper, and comparison of the incidence of 
lung metastases in biopsied mice relative to a control group 
shows more than doubling. This is dismissed as not signifi- 
cant. Irradiation does, in this report, appear to increase 
lung metastases by two compared to the biopsied series 
and four compared to the control group, but one would 
question the significance of trying to apply this to human 
work with: (a) a different tumour-host relationship and 
zwtiology; (b) the marked difference in areas of irradiated 
tissue relative to the whole animal. A disturbance of the 
immune mechanism accompanies the irradiation of large 
areas of the body, and this may have played some part in 
the production of metastases. Kaye Scott, in a review of 
cases treated at the Royal Melbourne Hospital, showed no 
difference in the incidence of distant metastases between 
irradiated and unirradiated cases. 

I am intrigued by the concern with which surgeons view 
cancer cells safely trapped in a lymph node, and the com- 
placency with which they broadcast cells through the 
blood-stream. It is obvious that very few of the latter 
produce metastases within the lifetime of the patient. 
Equally from Ackerman’s findings, very few of the irradiated 
lymph nodes containing cells can have ever shown active 
growth during the patient’s lifetime. It is quite impossible 
to tell, from microscopic examination of an excised specimen, 
whether the cell is capable of dividing. 

The position of oophorectomy prophylactically or not has 
no place in the McWhirter controversy. 

To sum up, McWhirter’s point is that cancer, and in 
particular breast cancer, is more easily sterilized by irradia- 
tion when at the microscopic stage and when the blood 
supply of the part has not been interfered with by surgical 
manipulation. I doubt if many can contest this statement. 
Therefore, while surgery is more capable of dealing with 
the primary in the relatively avascular breast, it should, 
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apart from the exceptions mentioned, be confined to the 
breast leaving radiotherapy to deal with the more sensitive 
and widespread lymph-node metastases, without occasioning 
the patient more distress from stiff shoulders and lymph- 
cedema than necessary. Selective radical mastectomy gives 
equal, but no better, results if allowance is made for the 
exceptional degree of selection which Haagensen and others 
employ. The remainder of the group who do not meet the 
criteria of selection are thrown to the radiotherapists like 
scraps from the master’s table to a dog, to do as best they 
can with the gnawed and torn remains. One cannot, in all 
justice, see what is good practice in ignoring 60% of those 
presenting with the disease. What is worse, the field is 
spoiled for those who are equally capable of producing cure. 


Yours, etc., 
65 Union Road, T. F. SANDEMAN. 
Surrey Hills, 
Victoria. 


March 8, 1961. 


HUMAN PIGMENTATION. 


Sir: Would you allow me, please, to draw attention to 
a matter in which we, as a nation, may possibly turn 
adversity to advantage—namely, in investigation of human 
pigmentation, its chemistry, its associated racial features 
and the possibility of finding means of varying it. 


In the world today, a man’s colour—be he white among 
blacks or black among whites—may become of no conse- 
quence if within his reach he has the means to vary it. 
When eventually skin colour can be varied, there will 
probably be few people with any real wish to vary it. 
What is at present a strong mark of distinction as between 
man and man will, it is hoped, fade to insignificance. 


The first comment that comes to mind is that we are 
considering an impossibility. However, in our time, we 
have seen the solution reached to many problems that were, 
until this century, considered beyond resolution. The prize 
is great indeed. 

It behoves us, as a country that recognizes colour dis- 
tinction between man and man, to be as well informed in 
all aspects of it as possible. One well realizes how important 
are the concomitant features that accompany particular 
skin colours— notably, the thick cranium and relatively 
lesser cortical volume that occur in the Negroid groups. 
However, we have in our community a large section of the 
populace who have a lesser average cortical volume than 
the rest, and they are still considered by many to be 
capable of fitting into the frame of civilization. They are 
the women. Probably, therefore, these factors that vary 
with skin colour can be accepted in a civilized community 
with no greater difficulty than that with which the com- 
munity copes with its womenfolk. 

Some years ago Professor Ruthven Bickerton Blackburn, 
of the University of Sydney, obligingly drew up on request 
a chart of the then known chemical factors and reactions 
associated with the pigments of the human skin. Possibly 
he, or some other learned gentleman, may be able to initiate 
and guide some detailed research in this subject. Remem- 
bering that the prize is great, it is worth recalling also that 
the penalty of ignoring this possibility may even, in years 
to come, be that the lesser pigmented races may find they 
have more to gain if they have available means to liken 
themselves to a darker world majority rather than the 
converse. 

It seems that there is urgent need for such mechanism 
to be found. The value of the prize will increase enor- 
mously as time goes on and as world population expands. 
Although the task looks hopeless at present, accumulation 
of facts and ideas with the goal clearly in mind may open 
a simple avenue to success. The possession of ability to 
change skin colour easily would make skin colour no longer 
of national consequence, and no longer a factor in producing 
human misery and conflict. 

The biochemical field involved is worthy of detailed 
examination and research, involving, as it does, some hor- 
mone and amino acid metabolism, as well as touching on 
the important matter of melanoma. The collection of all 
relevant facts, the association of skilled and dedicated 
workers with a high and worthy aim, provided with adequate 
livelihood and equipment, may well bring results. The 
recent classical example of coordinated research, with a 
known definite aim, and sweeping success in what looked 
at first an insoluble problem, is the work of the National 
Foundation for Infantile Paralysis, supported as it was 


entirely by public subscription—the March of Dimes—and 
led by Dr. Kumm, to whom no detail was too small for his 
personal attention, and his assistant Dr. Boyd, of the 
encyclopedic brain and knowledge of all relevant findings 
in the field of review. The ramifications of the organization 
extended across the continent of America, and specific tasks 
were farmed out to the best experts. Support was provided 
and results were obtained, as all the world knows. The goal 
was clearly understood, the spade work was done and the 
results were obtained. It is of interest that the Foundation 
supported simultaneously many promising independent 
approaches to the problem—including the genetic aspect. 
which brought the writer in contact with the Foundation. 


I would like to suggest that a systematic and detailed 
investigation be made under Australian auspices into human 
pigmentation, with the clear aim of removing for ever this 
human characteristic as a cause of discord, danger and 
disharmony. The effort, whether crowned with success or 
not, will offset any unfortunate feelings and opinions our 
White Australia policy may arouse in our worthy neighbours 
and friends. The problem may be no more difficult than 
sending a man to the moon and its solution a whole lot more 
use to the people of the world. The knowledge acquired 
cannot but be of benefit. : 


Yours, etc., 
74 William Edward Street, SHANE WATSON. 
Longueville, 
New South Wales. 
April 28, 1961. 


VACCINATION IN INFLUENZA. 


Sir: The protective value of influenza virus vaccine observed 
by Dr. Davidson (Men. J. Aust., March 25, 1961) during the 
epidemic in Perth in 1959 was inferior to that observed by 
many other workers in this field. These studies have been 
extensively reviewed by Francis' and require no further 
elaboration here. An attempt has been made to explain 
Dr. Davidson’s findings by analysis of the data he presented. 
It appears that there are miscalculations in the paper which 
would give erroneous results, and that conclusions have 
been made that are not justified by the evidence presented. 


In the section of the paper headed “Analysis of Replies 
to Questionnaire’, Dr. Davidson states: 


The distribution of cases in the first 8 months of 
1959 was as follows: in January 37 cases occurred, in 
February, 79; in March, 309; in April, 1308; in May, 
1122; in June, 584; in July, 410; and in August, 63. 


The ‘cases of influenza total 3912. In Table II the total 
number of cases, still 3912, are subdivided into those not 
vaccinated and various sub-classes of those that had been 
vaccinated; however, in this latter table the cases are 
described as occurring during the epidemic, April-June, 1959. 


This point should be clarified because, if the assessment 
of protection was made on cases of influenza considered to 
have occurred during eight months commencing January, 
1959, then many of the illnesses considered to be influenza 
in that statistical analysis were most unlikely to have 
been influenza. -Dr. Davidson states “by April a clear 
clinical picture of influenza was presented”, and it is under- 
stood that the efficient virus laboratory in Perth isolated 
influenza viruses only during April and May in 1959. 
Epidemics of influenza in any particular area usually last 
less than two months (Francis'). Furthermore, the com- 
parison of the incidence of illness in both vaccinated and 
unvaccinated during the months January to August is 
hardly valid, when it is considered that most of the people 
were not actually vaccinated until April in 1959. 


From the study of a group of 1383 adult civil servants, 
all of whom had been vaccinated with polyvalent influenza 
virus vaccine in 1959, Dr. Davidson concludes that a specific 
monovalent vaccine provides good protection and that where 
an epidemic from a new strain has developed or is about to 
develop, the exhibition of a polyvalent vaccine is contra- 
indicated and only a monovalent specific vaccine should be 
used. It is difficult to see how a trial limited to the use 
of a polyvalent influenza vaccine can show the advantages 
of a monovalent vaccine. Dr. Davidson’s further conclusion 
from these studies is that broad-spectrum protection is 


1“Influenza”, in “Viral and Rickettsial Infections of Man”, 
1959, edited by Rivers, T. M., and Horsfall, F. L., Lippincott, 
Philadelphia. 


= 
Ma} 
proc 
and 
clud 
D 
mea 
mon 
anti 
witk 
wist 
is it 
is b 
viru 
its 
subt 
they 
M: 

w 
acco 
Jo 
1961, 
well 
his 1 
Fe 
and 
of se 
said 
settii 
the 
nece: 
inde« 
after 
visit 
negle 
Sn 
pract 
his ] 
pers¢ 
unhu 
feelir 
well 
He 
Sout! 
schor 
entra 
Scho 
of 
a ve 
Rugt 
Grea 
of th 
Unio: 
probe 
He 
team 
gaine 
Quee: 
Aft 
and | 
with 
physi 
will 
sectic 
Du 
and ] 
on th 
gave 
clinic 
Howe 
Hill, 
and i 
surge 


May 27, 1961 


THE MEDICAL JOURNAL OF AUSTRALIA 


793 


produced most efficiently in childhood. This may be so, 
and has been postulated previously, but it cannot be con- 
cluded from a study which contained no children. 


Dr. Davidson suggests that vaccination as a public health 
measure should be confined to vaccination with a specific 
monovalent vaccine when invasion by a new or unfamiliar 
antigenic strain appears imminent. We are concerned here 
with the composition of the influenza virus vaccine, and 
wish to see that Commonwealth Serum Laboratories vaccine 
is immunologically as potent as possible. We believe this 
is best achieved by incorporating a new strain of influenza 
virus in the polyvalent vaccine as soon as possible after 
its isolation and identification, and by replacing existing 
subtypes by suitable new isolates of the same subtype as 
they occur in any year. 

Yours, etc., 

Commonwealth Serum Laboratories, A. E. Duxsury, 

Parkville, P. L. Bazevey. 
Victoria. 
March 30, 1961. 


Dbituarp. 


JOHN WILLIAM VAN REES HOETS. 


WE are indebted to Dr. Warwick StTenine for the following 
account of the career of the late Dr. John Hoets. 


John Hoets died in his seventy-sixth year on March 17, 
1961, in The Scottish Hospital—the hospital he loved so 
well and in which he had done so much of his work during 
his lifetime. 


Few men can have been so loved by both their colleagues 
and their patients as John. T6 his patients he gave a lifetime 
of selfless service and devotion, and of him it can be truly 
said that the patient always came first. He never postponed 
setting a fracture to the following day, no matter what 
the hour and the personal inconvenience of making the 
necessary arrangements, including X-ray control. Rare 
indeed would be the time he did not visit his patient in 
hospital on the evening before operation and on the evening 
after. I know well what a physical effort this post-operative 
visit often was at the end of a long day, but it was never 
neglected. 


Small wonder, then, that after so many years in busy 
practice the patients, colleagues and friends who mourn 
his passing are legion, and many have a feeling of acute 
personal loss. His wonderful faculty of patient and 
unhurried understanding gave his patients the comfortable 
feeling that in him they had a counsellor and friend as 
well as a very gifted surgeon. 


He was born in Boorowa, in the southern district of New 
South Wales, the son of a country practitioner. His early 
schooling was in Goulburn, but when he had passed the 
entrance examination his father sent him to The King’s 
School for two years before he proceeded to the University 
of Sydney. At school, and later at the University, he had 
a very fine sporting record. He represented the school in 
Rugby Union football and cricket, and was in the Combined 
Great Public Schools football team. He was appointed captain 
of the school. Later, he represented the University in Rugby 
Union football, and was a member of its team of 1905— 
probably one of the best ever produced by that University. 
He gained representation in the Combined Universities’ 
team which toured New Zealand in that year, and later 
gained a place in the New South Wales team against 
Queensland. 


After graduation, John Hvets entered general practice, 
and for some years was in The Glebe, first in partnership 
with the late S. A. Smith, later to become a distinguished 
physician, and then with the late Theo Potts, whose name 
will always be associated with the brilliant anatomical dis- 
sections in the museum of the Anatomy School. 


During this period he became associated with John Hunter 
and Norman Royle in their world-famous experimental work 
on the sympathetic nervous system, and for some years he 
gave Royle’s anesthetics in both his experimental and 
clinical surgery. About this time he was for a brief period 
honorary gynecologist at the Royal South Sydney Hospital. 
However, about 1920 he moved from The Glebe to Bellevue 
Hill, where he lived to within a few weeks of his death, 
and it was then that he interested himself in orthopedic 
surgery, which was to be his true life’s work. Within a few 


years he had given up general practice and begun his busy 
life as_a consultant orthopedic surgeon in Macquarie Street, 
the speciality which he was to grace with his association 
for the next 38 years. 


He was a Foundation Member of the Australian Ortho- 
peedic Association and a Foundation Fellow of the Royal 
Australasian College of Surgeons. He was for some years 
an examiner in orthopedic surgery for the College, and in 
the years 1947 to 1949 he was president of the Australian 
Orthopedic Association. This was a fitting climax to his 
career, as there can have been few men held in higher 
esteem by his colleagues. 


His hospital appointments were many and he was for a 
number of years the senior orthopedic surgeon to Lewisham 
Hospital and Sydney Hospital. On his retirement from the 
active staff at the latter hospital, his services were honoured 
naming of the orthopedic out-patient department 

ter him. 


During and for a period after the second World War he 
also undertook honorary appointments at Western Suburbs 
Hospital and Prince Henry Hospital. Despite an affliction 
of both feet, which plagued him for the greater part of his 
life, and rendered him unfit for overseas military service 
during the war, he yet found the time to do consultant 
orthopedic work at the Concord Military Hospital. When 
one adds the .numerous private hospitals at which he 
operated, and the enormous size of his private practice in 
those years, the work he performed must have been simply 
stupendous; as he often told me, it allowed of no holidays 
or week-end relaxation. 


In addition, during these years and before and after the 
war, for a time this remarkable man found the time to take 
an active interest in such bodies as the Australian Physio- 
therapy Association, the Far West Children’s Health Scheme, | 
and the Society for the Physically Handicapped. Even so, 
up until the age of 70 years he played a respectable game 
of golf and was a tough opponent. 


As an orthopedic surgeon his wisdom and technical skill 
were superlative; but it will always be as a man rather 
than as a surgeon that John will be remembered by his 
friends and colleagues. A most charming and kindly 
personality in which consideration for others was para- 
mount; a wonderful sense of humour and a lover of good 
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stories; a deep and abiding interest in the younger members 
of the profession who subsequently had the benefit of his 
unobtrusive help and advice; these are the things with 
which his memory will always be associated. 

To his widow, and son and daughter, goes the heartfelt 
sympathy of all who knew and loved him. 


HUGH THOMSON RAMSAY. 


WE are indebted to Dr. C. Craic for the following account 
of the career of the late Dr. H. T. Ramsay. 

Hugh Thomson Ramsay died suddenly in Launceston on 
February 26, 1961, aged 41 years. Hugh Ramsay was 
educated at Scotch College, Launceston, and at Geelong 
College. He went into residence at Ormond College, Univer- 
sity of Melbourne, and graduated in 1944. He came to the 
Launceston General Hospital as a resident medical officer 
in that year; at that time the writer was Surgeon- 
Superintendent. At the end of his first year, Hugh’s work 
had been so impressive that he was asked to stay for 
another year as senior resident medical officer. He was an 
extremely capable man, and everything he did was done 
well. His great success, however, was due to his gentleness 
and kindness with his patients. He was always able to 
produce just the right atmosphere in his wards. He went 
to England for some time and studied anzsthesia. When he 
returned, he entered private practice as an anesthetist, 
being the first doctor in Launceston to have done so. He 
was appointed Honorary Anesthetist to the Launceston 
General Hospital. He was a very able anesthetist, and it 
was due to his skill that certain types of surgery became 
possible for the first time. 

In May, 1944, Dr. Ramsay was appointed an honorary 
captain in the active Citizen Military Forces. In June, 1944, 
he was appointed an officer of the Citizen Air Force. 

Hugh was the second son of the late Sir John Ramsay 
and of Lady Ramsay. Sir John Ramsay, who was one of 
the best known surgeons in Australia, came to the Laun- 
ceston General Hospital as a resident medical officer in 
1898, and was its Surgeon-Superintendent from 1900 to 1912. 
He was a member of the Board of Management for some 
20 years, and for many years before his death was its 
chairman. Lady Ramsay was trained as a nurse at the 
hospital in the early years of this century. The Ramsay 
family had therefore been intimately associated with the 
hospital for over 60 years. 


Wedical Watters in Parliament. 


HOUSE OF REPRESENTATIVES. 


Tue following extracts from Hansard relate to the pro- 
ceedings of the House of Representatives. 


March 14, 1961. 
Hepatitis. 
Mr. Daty asked the Minister for Health, upon notice: 
How many cases of hepatitis occurred in (a) each State and 
(b) Australia during the last twelve months? 


Dr. DoNALD CAMERON: The answer to the honourable 
member’s question is as follows: 

The following number of cases of infectious hepatitis were 
notified for the twelve months ended 25th February, 1961: 


New South Wales .. 
Victoria ‘ 
Queensland 

South Australia 

Western Australia 
Tasmania . 

Australian Capital Territory 
Northern Territory 


Australia 


Leukemia. 
Mr. WHITLAM asked the Minister for Health, upon notice: 
1. Did the National Health and Medical Research Council 
resolve in November, 1958, that all types of leukemia should 
be made notifiable in every State? 


2. When was this resolution transmitted to all States? 

8. Did he last month make all types of leukemia notifiable 
in the Australian Capital Territory? 

4. Which States have made all types of leukemia notifiable, 
and when did they do so? 


Dr. DonaLD CAMERON: The answers to the honourable 
member’s questions are as follows: 

1. Yes. 

2. November, 1958. 

3. Yes. Leukemia was also made notifiable in the 
Northern Territory from 31st December, 1960. 

4. Victoria—2lst October, 1959. Queensland has amended 
the Health Act to permit leukemia to be made notifiable. 
Certain other States have deferred action upon the ground 
that the information sought is already available from other 
sources and mandatory notification is not considered 
necessary. 


April 11, 1961. 
Frozen Foods. 

Mr. WHiItTToRN: I direct a question to the Minister for 
Health. As frozen meat, ham and poultry are being imported 
into Australia, is it technically impossible for our herds and 
flocks to be contaminated by these imports, particularly 
if they come from countries where foot and mouth disease, 
swine fever and Newcastle disease of poultry are common? 


Dr. DONALD CAMERON: The only country from which meat, 
other than canned meat, can be imported into Australia, 
is New Zealand, which is free from those diseases. Canned 
meat is subjected to the most stringent quarantine regula- 
tions to prevent the introduction of any disease into 
Australia by that means. The Department of Health is 
satisfied that these regulations are effective. 


Poliomyelitis. 

Mr. Swartz: Will the Minister for Health inform the 
House on the present position regarding supplies of Salk 
vaccine? Is there any likelihood that the anti-poliomyelitis 
campaign which is being conducted in all States will be 
interrupted? 


Dr. DONALD CAMERON: There has been a temporary delay 
in the issue of Salk vaccine. This is due to the very stringent 
precautions that are always taken by the Commonwealth 
Serum Laboratories to ensure both the potency and the 
safety of the vaccines. No doubt the honourable member 
will be aware that this is not the first time it has been 
judged necessary to hold up deliveries of vaccine until the 
full tests are properly satisfied. It is my hope and expecta- 
tion that the delay on this occasion will not be a long one. 


April 12, 1961. 
Health Legislation. 

Mr. WHITLAM asked the Minister for Health, upon notice: 

1. What requests or suggestions have been made for 
legislative and administrative action by the (a) Common- 
wealth and (b) Territories at meetings of the State Health 
Ministers since he attended such a meeting? 

2. What action or decision has been taken on each of 
these requests and suggestions and when was it taken? 


Dr. DONALD CAMERON: The answer to the honourable 
member‘s questions is as follows: 

I have not been supplied with a record of the proceedings 
at meetings of the State Health Ministers since I last 
attended. 


Special Account Hospital Fund Benefit. 

Mr. GALVIN asked the Minister for Health, upon notice: 

1. How many applications for the payment of Special 
Account Hospital Fund Benefit in non-recognized hospitals. 
were received during the year 1960? 

2. How many applications were (a) approved and (b) 
rejected? 

3. What were the principal reasons for the rejection of 
applications? 

Dr. DONALD CAMERON: The answers to the honourable 
member’s questions are as follows: 

1. 711 applications were received by the Department of 
Health during the year 1960. 
2. 443 approved in full, 

approved. 


31 approved in part, 237 not. 
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8. Applications were rejected only where the conditions 
prescribed by the National Health Act were not satisfied. 
The requirements are: 

(a) that the contributor was suffering from an illness 
or injury requiring treatment of the kind provided in 
recognized hospitals and, 

(b) that the treatment provided was of a standard sub- 
stantially equivalent to the standard of treatment he would 
have received in a recognized hospital. 


April 13, 1961. 
Means Test. 

Mr. REYNOLDS: My question is directed to the Minister 
for Health. Is the Minister aware that thousands of pen- 
sioners and part-pensioners are deprived of the benefits of 
the pensioner medical service as the result of a means test 
introduced by this Government in 1955? Does he recognize 
that, as no adjustment to that means test, so as to com- 
pensate for increased living costs and the general infla- 
tionary spiral, has been made for nearly six years the 
effect has been to make the means test increasingly severe? 
Finally, in order to remove a major cause of worry and 
insecurity to these elderly people, who are more prone to 
sickness at their time of life, will the Minister make the 
abolition of this particular means test a matter of top 
priority? 

Dr. Donatp CAMERON: The honourable gentleman will 
doubtless be aware that while over 700,000 pensioners and 
their dependants enjoy the benefits of the pensioner medical 
service it is necessary to limit the number of entrants to 
that service. In reply to the honourable member’s question 
as to whether I am aware that people are excluded from 
the service I ask him whether he is aware that, under a 
Labour Government, there was no pensioner medical service 
at all. 

Pharmaceutical Benefits. 

Mr. Daty asked the Minister for Health, upon notice: 

1. On what date did the fee of 5s. per prescription become 
payable under the pharmaceutical benefits scheme? 

2. How many prescriptions have been supplied since this 
date? 

3. How many of these prescriptions would have cost less 
than 5s. if not obtained under the pharmaceutical benefits 
scheme? 

4. What was the cost to (a) the Government and (b) 
individuals of prescriptions supplied on the new basis? 

5. What was the cost to the Government of prescriptions 
supplied during a similar period prior to the introduction 
of the fee? 

6. What savings or increases in costs have resulted from 
the changes in the scheme? 

Dr. DonaLp CAMERON: The answers to the honourable 
member’s questions are as follows: 

1. lst March, 1960. 

2. In the eleven months to 28th February, 1961, payment 
was made for 17,448,497 prescriptions, not including pre- 
scriptions dispensed for pensioners. 

3. None. 

4. For the prescriptions referred to in (2) above, the cost 
to the Government was £14,720,665, and the cost to indi- 
viduals was £4,257,193. 

5. In the eleven months to 29th February, 1960, Common- 
wealth expenditure on general pharmaceutical benefits was 
£17,574,112, including approximately £4,000,000 for drugs 
supplied to pensioners from the then general list of benefits. 
From ist March, 1960, payment for pensioners’ benefits, 
which are provided free of charge, has been recorded 
separately. 

6. The range of benefits received by patients has been 
greatly extended. Information is not available as to what 
would have been the cost of supplying this wider range 
of benefits under the arrangements in force prior to ist 
March, 1960. 

Mr. Wuittam asked the Attorney-General, upon notice: 

1. On what date did the Parliamentary Draftsman receive 
instructions to prepare amendments of the National Health 
(Pharmaceutical Benefits) Regulations which were notified 
in the Commonwealth “Gazette” on the 19th December, 
1960? 

2. On what date did the Draftsman despatch the amend- 
ments? 

Sir GarRFIELD BARWICK: The answers to the honourable 
member’s questions are as follows: 

1. 28th November, 1960. 

2. 6th December, 1960. 


April 18, 1961. 
Hypodermic Needles. 

Mr. Matcotm Fraser: My question is directed to the 
Minister for Trade, who will recall that I have previously 
made representations regarding Everett Products Pro- 
prietary Limited, a company established in Portland, which 
is the only Australian manufacturer of hypodermic needles. 
Will the Minister undertake to make the resources of his 
department available to this company to assist it in meeting 
the challenge, as the company believes, of cheap imports? 
If necessary, will the Minister have his department assist 
the company in preparing a case for emergency hearing 
by the Tariff Board? 7 


Mr. McEwIn: The officers of the Department of Trade 
are at all times willing to give their best advice to Australian 
industry, and this certainly applies in the case of the com- 
pany mentioned by the honourable member for Wannon. If 
the industry concerned has a case for protection, this 
would become apparent to departmental officers when dis- 
cussing with the company’s representatives the problems 
confronting the industry, and they would, of course, give 
advice on the best course to be followed. 


* Aids for the Blind. 

Mr. CLEAVER: My question is directed to the Minister for 
Health. Is the honourable gentleman aware of the progress 
made at St. Dunstan’s Home for the Blind in the United 
Kingdom in respect of the use of an optophone instrument 
which converts printed words to a sound alphabet of musical 
notes. As this opens up attractive prospects for the blind 
people of Australia I ask the honourable gentleman 
whether the necessary research and experiments may be 
undertaken by the Commonwealth Acoustic Laboratories 
where, possibly, these instruments could be manufactured. 


Dr. DonaLp CAMERON: I understand that there has been 
considerable development in this field since the machines to 
which the honourable gentleman referred were first pro- 
duced. I am not sure that the acoustics laboratory would 
be the appropriate place for the investigation of these 
machines, but I will give the matter some consideration 
and let the honourable member have an answer to his 
question. 


Medical and Hospital Benefits Fund. 

Mr. KILLEN asked the Minister for Health, upon notice— 

1. How many contributors to medical or hospital benefits 
funds established under the National Health Act are con- 
tributors to the special accounts? 

2. How many contributors have been transferred from 
ordinary accounts to the special accounts? 

3. How many contributors are there in the special account 
operated by the Medical Benefits Fund of Australia? 

4. How many contributors have been transferred from the 
ordinary account of the Medical Benefits Fund of Australia 
to the special account since the special account provisions 


-came into force? 


Dr. DONALD CAMERON: The answers to the honourable 
member’s questions are as follows: 

1. At 31st December, 1960 — Medical, 
288,495. 

2. Not available. 

3. At 31st December, 1960—Medical, 11,272; hospital, 25,024. 

4. To 30th June, 1960—Hospital Special Accounts, 11,215; 
Medical Special Account, not available. 


April 19, 1961. 
Papua and New Guinea. 

Mr. Cairns: I ask the Minister for Territories whether he 
is aware of a statement made by Dr. Peters in the 
“Australian Medical Journal’, on 22nd October, 1960, as 
follows :— 

In the Maprik area, it has been shown that up to 60 per 
cent. of babies die before attaining the age of about 18 
months. Also is the Minister aware that on the medical 
evidence the figure for Papua and New Guinea, as a whole, 
is about 30 per cent? What is the attitude of his Adminis- 
tration to this problem? Does it believe that malaria is one 
of the main causes of this astonishingly high rate of infant 
mortality? If so, what is being done to eradicate malaria 
in this area? If the Administration cannot fix an early 
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target date for the eradication of malaria, will it refer the 
matter to the World Health Organization? 

Mr. Hastuck: I am not personally aware of the statement 
in an article by Dr. Peters, but I am, of course, very well 
aware of the facts to which the honourable member has 
referred. If he had been paying close attention to the course 
of events in Papua and New Guinea, he would not have 
had to wait for that article to appear, because, in this 
House, I and other speakers on both sides have discussed 
with some care and concern this particular basic problem 
of health in the Territory. It is one of the major problems 
with which we deal in our administration of the Territory: 
It is a problem which existed long before we went there 
and it is one to which we have given a top priority in our 
administration. 

The honourable member asks what we are doing about 
the problem. The appointment which Dr. Peters himself 
held in the Territory of Papua and New Guinea was one 
directed to the control and eradication of malaria and the 
work that he did at Maprik was work in a malaria control 
centre. It is quite true that malaria is a disease which 
is endemic over a large part of the Territory, and I think 
I would be correct in saying that apart from the effect it 
has itself, it breaks down the fortification of health and 
provides an entrance for other diseases. ° 

We are embarking very vigorously on the whole task of 
improving the hygiene of the people. In that task—and 
particularly in the eradication of malaria—we work in the 
closest possible cooperation with the World Health Organiza- 
tion. Several of our leading officers, under scholarships 
and fellowships provided by the Organization, have studied 
abroad, and as the result of their studies with the Organiza- 
tion have introduced methods into the Territory to deal 
with this problem more effectively. We have also had the 
advantage of visits by experts of the World Health 
Organization, who have helped us in planning our campaign. 


SENATE. 


Tue following extracts from Hansard relate to the pro- 
ceedings of the Senate. 


March 15, 1961. 
Heart Disease. 

SeNaTOR TANGNEY: Is the Minister representing the 
Minister for Health aware of the sad death of a child from 
Tasmania while en route to the United States of America 
for specialist heart treatment? There have been reports of 
other deaths in similar circumstances in recent years, after 
citizens of various States have raised large sums of money 
to assist the victims. Does the Minister consider that 
Australian doctors are incapable of performing the necessary 
operation? If this is so, would it not be better and far 
less heart-breaking for the relatives of the victims, if a 
team of specialists were sent to the U.S.A. to learn the 
necessary techniques so that the operation could be per- 
formed in Australia, as the long air journey involved in 
seeking treatment overseas probably adds to the danger 
to which the patients are exposed? Could such a project 
be included in the programme envisaged in the current 
National Heart Campaign? 

SENATOR GorTON: I know that from time to time people 
do go to the United States of America for specialist opera- 
tions. They go generally to a designated clinic which 
specializes in a particular type of operation. However, a 
person who goes would not go on the Minister’s decision 
or on the Minister’s judgement. He or she would go on the 
judgement of his or her medical advisers in this country 
irrespective of the Government. I shall take up with the 
Minister for Health the question whether such specialist 
clinics and specialist training should, or could, be provided 
at the expense of either the State or Commonwealth 
Governments. 

March 22, 1961. 
Dentists. 

SpnaTtor McManus asked the Minister representing the 
Minister for Health, upon notice: 

1. Is the Government aware that there:is a great and 
increasing shortage of qualified dentists in Australia? 

2. Is it a fact that many Australian children are receiving 
inadequate dental attention because of this shortage and 
because of the inability of their parents to bear the con- 
siderable expense of dental treatment? 


3. Is it a fact that a considerable number of Australian 
graduates in dentistry have been attracted to England by 
the more remunerative opportunities there under the 
national health scheme, and that business firms in Britain 
interested in dental supplies are offering most attractive 
terms to induce Australian dental graduates to go to the 
United Kingdom? 

4. Did some 170 qualified Australian dentists leave for 
Britain last year and are some hundreds now domiciled 
there? 

5. Has the Government any plans to arrest the serious 
position by (@) a national dental health scheme, and (b) 
consultation with bodies representing Australian dentists? 

SenaToR GorTON: The Minister for Health has now fur- 
nished the following reply: 

1. I understand that the number of qualified dentists in 
practice is less than could be desired in some parts of 
Australia, but is adequate in other areas. 

2. Any inadequacy in the extent to which Australian 
children receive dental treatment cannot merely be attributed 
to the two factors suggested. 

3. No doubt a number of graduates faced with purchasing 
or establishing a dental practice find that there are 
favourable opportunities for experience in a country which 
has a much larger population and the laws of which enable 
them to practise there. I understand that some Australian 
dental graduates are attracted to England for these reasons. 

4. The information available to me indicates that the net 
migration of qualified dentists in Britain in 1960 would be 
considerably less than 170. I am not aware of the number 
of Australian dentists domiciled in Britain. 

5. I have had consultations with the Australian Dental 
Association from time to time to discuss problems associated 
with the introduction of a national dental health scheme. 


April 13, 1961. 
Dental Health. 

Senator LaucutT (through Senator Dame Annabeile 
Rankin) asked the Minister for Health, upon notice: 

1. Is any action in train for the introduction into Australia 
of a dental health scheme based on the principles of the 
present contributory medical health scheme which is 
working so well? 

2. If so, in view of the fact that such a scheme would be 
welcomed by the majority of members of the dental pro- 
fession and a large proportion of the Australian community, 
could the Minister give some details of the scheme? 

Senator Henty: The Minister for Health has now fur- 
nished the following replies: 

1. No. 

2. See 1 above. 


Post-Graduate Tork. 


THE MELBOURNE MEDICAL POST-GRADUATE 
COMMITTEE. 


PROGRAMME FOR JUNE, 1961. 

THe Melbourne Medical Post-Graduate Committee 
announces that the following programme has been arranged 
for June, 1961. 

Course in Medicine. 


A full-time course in medicine, suitable for candidates for 
M.D. and M.R.A.C.P., will commence at the Alfred Hospital 
on June 5, 1961. This will consist of lectures, discussions, 
case presentations and seminars on radiology, morbid 
anatomy, clinical pathology, electrocardiography, modern 
investigatory techniques, ete. The fee is £31 10s, and 
enrolments should be sent to the Melbourne Medical Post- 
Graduate Committee. 


Cancer of the Endocrine Glands. 


A course of lectures on cancer of the endocrine glands 
has been arranged in conjunction with the Anti-Cancer 
Council. These lectures will be of general interest, but also 
of particular interest to post-graduate students undertaking 
study for higher qualifications. The programme is as 
follows. 

Thursday, June 22: 5.45 p.m., (i) “The Theoretical Basis 
of Endocrine Therapy in the Control of Cancer’, Dr.* Pincus 
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Taft; (ii) “Ablation of the Endocrine Glands in the Treat- 
ment of Cancer”, Professor M. R. Ewing. 7.30 p.m., (iii) 
“Tumours of the Pituitary”, Mr. R. S. Hooper; (iv) “The 
Diagnosis of Cushing’s Syndrome”, Dr. B. Hudson. 

Thursday, July 6: 5.45 pm., (i) “Hormone-Produ 
Ovarian Neoplasms”, Professor L. Townsend; 
chromocytoma”, Dr. A. E. Doyle. 7.30 p.m., 
thyroid Adenoma”, Dr. A. Melick; 

Tumours”—(a) pathology, Dr. A. 

chemistry, Dr. J. Owen; (v) “Functioning Tumours of the 
Pancreas”—(a) pathology, Dr. J. D. Hicks, (b) clinical 
considerations, Dr. J. Stubbe. 

Friday, July 21: 5.45 p.m., (i) “Thyroid Cancer I’’—(qa) 
“The Pathology of Cancer of the Thyroid”, Dr. J. D. Hicks, 
(b) “The Clinical Significance of a Solitary Swelling of the 
Thyroid”, Mr. N. T. Hamilton. 7.30 p.m., (ii) “Thyroid 
Cancer II—“Radiotherapy in the Treatment of Cancer of 
the Thyroid”, Dr. H. Breidahl, “Radiotherapy in the Treat- 
ment of Cancer of the Thyroid”, Dr..W. P. Holman; (iii) 


“Thymic Tumours”’—(@) medical aspects, Dr. G. Robertson, ~ 


(b) surgical aspects, Mr. J. Hayward. 

A meal will be provided, and an enrolment fee of £2 2s. 
will be charged. It is essential that those intending to be 
present enrol with the Melbourne Medical Post-Graduate 
Committee. Details of the site for these lectures will be 
announced later. 

Country Courses. 

A course for country practitioners will be conducted as 
follows: 

Hamilton.—On Saturday, June 24, at Hamilton, Mr. John 
Connell will lecture on “Leg Ulceration” at 3.45 p.m., and 
Dr. L. E. G. Sloan will speak on “The Coughing Child” at 
5.15 p.m. Dr. R. R. Sobey, of 6 Spence Street, Warrnambool, 
is the local secretary. 


Flinders Naval Depot. 


On Wednesday, June 14, at Flinders Naval Depot, Mr. 
A. B. Alder will lecture on “Diseases of the Prostate Gland”. 
This lecture has been arranged in association with the 
Royal Australian Navy. 


Other Courses in Progress. 


continue in anatomy, physiology, pathology, 
physics, psychiatry, ophthalmology and 


Courses will 
microbiology, 
radiodiagnosis. 


ADDRESS. ‘ 
The address of the Melbourne Medical Post-Graduate 


Committee is 394 Albert Street, East Melbourne. Telephone: 
FB 2547. 


SURGICAL SEMINARS AT ST. VINCENT’S HOSPITAL, 
SYDNEY. 


A SURGICAL SEMINAR will be held in the fifth floor Lecture 
Theatre, St. Vincent’s Hospital, Sydney, on Monday, June 5, 
1961, at 5.30 p.m. Mr. V. J. Kinsella will speak on “Com- 
plications of Billroth I Gastrectomy”. All medical practi- 
tioners are invited to be ‘present. 


Ciniversity Intelligence. 


UNIVERSITY OF NEW SOUTH WALES. 


Further Appointments in the Faculty of Medicine. 


Tue Vice-Chancellor of the University of New South 
Wales announces the following three further appointments 
in the Faculty of Medicine. 

Dr. C. Wendell-Smith has been appointed Associate 
Professor of Anatomy. He was trained at St. Bartholomew’s 
Hospital, London, and has since held appointments at that 
hospital and at the Royal Free Hospital and Guy’s Hospital 
Medical School, where he is at present lecturer in anatomy. 
His research interests are in gynecological anatomy and 
in the anatomy of the peripheral nervous system. He is at 
present engaged in an electron microscope study of 
myelinated nerve fibres, which, it is hoped, will answer 
problems associated with the mechanisms of propagation of 
the nerve impulse. He is also keenly interested in medical 


history and in the development of teaching methods in 
medicine. 

Dr. I. Darian-Smith has been appointed Associate Pro- 
fessor of Physiology. He graduated in medicine at the 
University of Adelaide, and from 1952 to 1955 worked at the 
Kanematsu Memorial Institute of Pathology, Sydney Hos- 
pital, while holding a National Health and Medical Research 
Council Fellowship. In 1956 Professor Darian-Smith was 
awarded a C. J. Martin Travelling Fellowship, and during 
the next two years he worked at the National Institute for 
Medical Research in London. He returned to Australia in 
1958, and was Senior National Health and Medical Research 
Council Fellow in the Department of Physiology of the 
University of Sydney. Professor Darian-Smith’s main 
research interests are in the physiology of the nervous 
system. In the last few years he has worked on the 
physiology of the trigeminal nerve, particularly from the 
point of view of how the central nervous system handles 
the different types of information transmitted in this nerve. 


The third appointment is that of Dr. G. G. Logan as 
Research Assistant in the School of Pathology. Dr. Logan 
qualified in medicine at the University of Sydney in 1956, 
and was appointed a resident medical officer at the Royal 
Newcastle Hospital. In 1959 he entered general practice, 
and in 1960 was appointed Honorary Associate Obstetrician 
and Gynecologist at Bankstown District Hospital. Since 
his appointment at the School of Pathology, Dr. Logan has 
been studying the mediation of vascular permeability 
changes in inflammation. 


Che Ropal Australasian College of 
Pbpsicians. 


ADMISSION OF FELLOWS AND MEMBERS. 


AT a meeting of the General Body of Fellows of The 
Royal Australasian College of Physicians held in Perth on 
May 1, 1961, the following were elected and admitted to 
fellowship of the College: 


Under Article 44.—Dr. Kevin Brennan of Victoria, and 
Professor W. T. Trethowan of New South Wales. 


Under Article 42.—Dr. P. J. Benjamin, Dr. W. J. G. Burke, 
Dr. E. D. Burnard, Dr. J. H. Deakin, Dr. M. L. Edwards, 
Dr. S. E. J. Robertson, Dr. T. I. Robertson and Dr. J. N. 
Sevier of New South Wales; Dr A. J. M. Dobson of 
Tasmania; Dr. J. Etheridge and Dr. A. C. Schwieger of 
Victoria; Dr. J. J. Fitzwater of Queensland; Dr. C. Gresson, 
Dr. D. S. Malcolm, Dr. I. A. M. Prior and Dr. A. S. Turner 
of New Zealand; Dr. H. G. Rischbieth of South Australia. 


The following candidates, who were successful at an 
examination held in Australia, were admitted to membership 
of the College: 

April 19, 1961—Dr. W. Douglas and Dr. Ian Ferguson 
of Queensland; Dr. P. A. Castaldi, Dr. E. L. Corlette, Dr. 
R. W. Johnston, Dr. B. M. Learoyd, Dr. B. P. O’Connell, 
Dr. B. McK. Rush, Dr. R. R. Taylor and Dr. I. L. Thompson 
of New South Wales; Dr. J. P. Carew, Dr. J. A. Fuller, 
Dr. June L. Howqua, Dr. P. J. Kiernan, Dr. A. A. Large, 
Dr. C. R. Lucas, Dr. I. G. McDonald, Dr. Margery C. 
McKinnon, Dr. Aubrey Pitt, Dr. Bernard Sweet, Dr. J. R. 
York of Victoria; Dr. J. G. Mortimer of New Zealand. 

April 27, 1961.—Dr. John H. Allison, Dr. J. M. Angeloni, 
Dr. E. R. Beech, Dr. Michael Duffus, Dr. T. M. Gilbert, 
Dr. R. C. Godfrey, Dr. Paul Mestitz, Dr. W. G. Smith, Dr. 
J. T. Smyth and Dr. T. Waters of Western Australia. 


EXAMINATION FOR MEMBERSHIP. 


THE next examination for membership of The Royal 
Australasian College of Physicians will be held on the 
following dates: written examination (capital cities), Friday, 
August 25, 1961; clinical examination (Adelaide). commen- 
cing on or about Wednesday, October 4, 1961. The closing 
dates for applications are as follows: from candidates 
domiciled in Australia or New Zealand, Wednesday, July 26, 
1961; from candidates domiciled outside Australia or New 
Zealand, Monday, June 26, 1961. 


Application forms may be obtained from the Honorary 
Secretary of the College, 145 Macquarie Street, Sydney. 
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Australian College of General 
Practitioners, 


VICTORIA FACULTY. 


Week-End Course in Psychiatry in General Practice. 


A WEEK-END COURSE in psychiatry in general practice will 
be held on July 8 and 9 at Royal Park Receiving House 
under the exgis of the Australian College of General Prac- 
titioners, Victoria Faculty, and of the Department of Mental 
Hygiene, Victoria. The programme will emphasize the group 
discussion approach, under chosen discussion leaders; it 
will be fortified when necessary by didactic introduction, 
and illuminated by prepared notes, bibliographies and 
displays. The following topics will be included: (i) Saturday 
morning: initial interviewing and doctor-patient inter- 
actions; (ii) Saturday afternoon: assessment of psychiatric 
problems in general practice (including diagnostic cate- 
gories and pitfalls, and psychiatric emergencies); (iii) 
Saturday evening: continuing management in general 
practice of patients with psychiatric disorders; (iv) Sunday 
morning: drugs used in psychiatric therapy; (v) Sunday 
morning: the Mental Hygiene Department and the general 
practitioner. Meals will be available at a nominal charge. 
Accommodation, also at a nominal charge, can be arranged 
for those wishing it on Friday and/or Saturday night. If 
registration figures justify it, a buffet dinner will be arranged 
for the Saturday night. 

The registration fee for the course will be one guinea, 
and should be sent, together with the request for accom- 
modation if desired, to The Honorary Secretary, Australian 
College of General Practitioners, Victoria Faculty, 132 Grey 
Street, East Melbourne. Early registration is required so 
that detailed planning may proceed. Further details of the 
programme can be supplied on request to the Honorary 
Secretary. 


Maval, Wilitary and Ait Force. 


APPOINTMENTS. 


Tue following appointments, changes, etc., are published 
in the Commonwealth of Australia Gazette, No. 33, of 
April 20, 1961. 


NAVAL FoRCES OF THE COMMONWEALTH. 
Permanent Naval Forces of the Commonwealth 
(Sea-Going Forces). 

Confirmation in Rank.—Surgeon Lieutenant (on probation) 
Kevin Robert John Warren Manion is confirmed in the 
rank of Surgeon Lieutenant (for Short Service), with 
seniority in rank of 13th July, 1959, dated 17th July, 1960. 


Citizen Naval Forces of the Commonwealth. 
Royal Australian Naval Reserve. 

Appointments.—George Grahame Mahony is appointed 
Surgeon Lieutenant, with seniority in rank of 27th December, 
1956, dated 26th September, 1960. 

Promotions.—Surgeon Lieutenants Graeme Trigg and 
Alex Nicholas Gorshenin are promoted to the rank of 
Surgeon Lieutenant-Commander, dated 6th September, 1960, 
and 27th October, 1960, respectively. 

Transfer to the Retired List—Surgeon Captain Eustace 
Alwynn Rowlands, O.B.E., is transferred to the Retired List, 
dated 19th July, 1960. 


AUSTRALIAN MILITARY FORCES. 
Citizen Military Forces. 
Northern Command. 


Royal Australian Army Medical Corps (Medical).—To be 
Majors, 2nd March, 1961—Captains 146919 G. R. C. McLeod 
and 139198 H. A. Urquhart. 


Eastern Command. 

Royal Australian Army Medical Corps (Medical).—2146611 
Captain M. J. K. Tarlinton is transferred to the Reserve of 
Officers, (Royal Australian Army Medical Corps (Medical)) 
(Eastern Command), 30th December, 1960. 


Central Command. 


Royal Australian Army Medical Corps (Medical).—The 
provisional appointment of 432120 Captain K. Mugford is 
terminated, 20th October, 1960. 


Western Command. 

Royal Australian Army Medical Corps (Medical).—The 
provisional appointment of 521759 Captain M. J. Williams 
is terminated, 29th December, 1960. 


Reserve Citizen Military Forces. 
Royal Australian Army Medical Corps (Medical). 

Southern Command.—Major R. J. Farnbach is placed upon 
the Retired List (Southern Command) and is granted the 
military title of Major with permission to wear the pre- 
scribed uniform, 28th February, 1961. 

Central Command.—To be Honorary Captain, 21st October, 
1960—Keith Mugford. 

Western Command.—To be Honorary Captain, 
December, 1960—Martin John Williams. 


80th 


The following appointments, changes, etc., are published 
in the Commonwealth of Australia Gazette, No. 34, of April 
27, 1961. 

AUSTRALIAN MILITARY FORCEs. 
Regular Army Special Reserve. 
Royal Australian Army Medical Corps (Medical). 

The date of promotion to Captain of QX700219 Lieutenant 
N. M. T. Reid, which appeared in Executive Minute No. 15 of 
1961, promulgated in Commonwealth of Australia Gazette 
No. 25 of 1961, is amended to read 2nd January, 1961. 

To be Lieutenants, 1st January, 1961.—VX700406 Roger 
Herbert Mitchell, QX700226 James Ronald Hazel, VX700405 
Milan Joseph Jaska, QX700225 Roderick James Kennedy and 
QX700227 David George Kidd. 


Citizen Military Forces. 
Northern Command. 
Royal Australian Army Medical Corps (Medical).—The 
provisional rank of 146827 Captain R. C. Rogers is confirmed. 
Honorary Captains 162952 J. C. Pye and 162593 D. A. 
O’Rourke are appointed from the Reserve of Officers and 
to be Captains (provisionally), 28th February, 1961, and 
3rd March, 1961, respectively. 
146827 Captain R. C. Rogers is transferred to the Reserve 
of Officers (Royal Australian Army Medical Corps (Medical)) 
(Northern Command), 6th February, 1961. 


Southern Command. 
Royal Australian Army Medical Corps (Medical).—3170722 
Captain A. O. Donald is appointed from the Reserve of 
Officers and to be Major (provisionally), 9th March, 1961. 


Central Command. 

Royal Australian Army Medical Corps (Medical).—435428 
Major K. F. Milne is transferred to the Reserve of Officers 
(Royal Australian Army Medical Corps (Medical)) (Central 
Command), 20th February, 1961. 


Reserve Citizen Military Forces. 
Royal Australian Army Medical Corps (Medical). 


Central Command.—To be Honorary Captain, 17th March, 
1961—William John Robertson Wyness. 


Royal AUSTRALIAN AIR FORCE. 
Permanent Air Force. 
Medical Branch. 

Each of the following Flight Lieutenants (Students) is 
appointed to a four year short service commission on pro- 
bation for a period of twelve months, with the rank of 
Flight Lieutenant:—A. H. Murphy (0212647), 1st January, 
1961, with seniority as from 9th December, 1959; L. G. 
Trappett (015935), 3rd January, 1961, with seniority as from 
8th December, 1959; K. E. Collins (042457), 31st January, 
1961, with seniority as from 4th December, 1959. 

Each of the following Pilot Officers (Students) is appointed 
to a four year short service commission on probation for a 
period of twelve months with the rank of Flight Lieu- 
tenant:—J. E. Tobler (0220752), K. Audrins (0220936), 3rd 
February, 1961; K. M. Hoole (019851), 10th February, 1961. 
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Robert Ian McIver (0221036) is appointed to a temporary 
commission, ist February, 1961, with the rank of Pilot 
Officer (Student). 

The probationary appointment of Flight Lieutenant B. A. 
Pearlman (0219953) is confirmed. 

Donald Ronald Pegg (016975) is appointed to a four year 
short service commission on probation for a period of 
twelve months, 17th February, 1961, with the rank of Flight 
Lieutenant. 

Active Citizen Air Force. 
Medical Branch. 

No. 28 (City of Brisbane) (Auziliary) Squadron) .—Each 
of the following Pilot Officers is promoted to the rank of 
Flight Lieutenant:—I. A. Musgrave (0115703), 5th December, 
1960; J. L. Morrison (0116745), 10th February, 1961. 


Air Force Reserve. 
Medical Branch. 

John Harcourt Hurt is appointed to a commission, Ist 
January, 1961, with the rank of Squadron Leader. 

The notification regarding the termination of appointment 
eo: Wing Commander M. J. H. Hutchison (261805) as 
approved in Executive Council Minute No. 43, dated 20th 
November, 1959, appearing in Commonwealth Gazette, No. 
75, dated 3rd December, 1959, is withdrawn. 


Motes and Mews, 


Clean Air Conference. 


A Clean Air Conference, sponsored jointly by the New 
South Wales Department of Public Health and the Univer- 
sity of New South Wales, will be held at the University on 
February 19 to 21, 1962. The advent of the Clean Air Bill, 
at present before the State Parliament, has stimulated 
interest in prevention and control of air pollution. The 
major objects of the conference are to provide an initial 
opportunity for technical discussion of the problems of 
air pollution, and to supply information concerning the 
proposed legislation and its administration. 


The conference will be separated into two divisions, as 
follows: (i) February 19, general and administrative aspects 
of air pollution control; (ii) February 20 and 21, technical 
papers dealing with the evaluation and reduction of pollution. 
Persons interested in submitting a paper to the conference 
should forward the titles and a short synopsis to the Con- 
ference Secretary before May 31, 1961. Broadly, the first 
division will be suitable for all interested sections of the 
community; but the second will be directed towards persons 
with technical training employed in Government depart- 
ments, universities and industry. Pre-prints of papers for 
all sessions will be available before the conference. : 

Details of registration and Conference fee will be made 
available in a later circular. Requests for further informa- 
tion should be directed to the Conference Secretary, Dr. 
J. L. Sullivan, Chief Scientific Officer, Division of Occupa- 
tional Health, Department of Public Health, 86 George 
Street North, Sydney. 


Cost of Pharmaceutical Benefits. 


The Commonwealth Minister for Health, Dr. D. A. 
Cameron, has issued a statement relating to the cost of 
pharmaceutical benefits. Dr. Cameron pointed out that 
pharmaceutical benefits cost the Commonwealth £26,302,000 
in the first 12 months of the new scheme introduced on 
March 1, 1960, compared with £24,239,000 for the previous 
12 months. Drugs supplied under the scheme during the 12 
months cost £30,559,000. From this amount is deducted the 
sum of £4,257,000 contributed by patients other than pen- 
sioners, who pay 5ds. for each prescription. Dr. Cameron 
said the increase in the cost of the scheme was not unreason- 
abie when it was remembered that its scope was con- 
siderably expanded in March last year, and that a number 
of important drugs and preparations in general demand 
had been added during the year. It was clear, however, 
that it would be necessary for the Government to keep a 
close watch on the rising costs and to continue to give 
careful consideration to all proposals to add new drugs to 
the list. There was a responsibility to all who made use of 
the scheme, whether doctor, patient or supplier of drugs, to 
bear the public interest in mind in avoiding waste and 
unnecessary expense. 

The report disclosed that during the year drugs costing 
£3,232,000 were supplied to patients in hospital and through 
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immunization schemes. Prescriptions which cost £20,802,000 
were made available to patients outside the Pensioner 
Medical Scheme, and prescriptions costing £6,525,000 were 
dispensed for pensioners. In all, 20,300,000 prescriptions were 
dispensed, 10,266,000 of these being for pensioners. The 
average number of pharmaceutical benefit prescriptions 
dispensed for persons other than pensioners during the year 
was 1°99. An average of 13°87 prescriptions was dispensed 
for each pensioner. The average number of prescriptions 
over the whole population was 2-85. 

Dr. Cameron said that patients’ contributions would be 
relatively higher in the subsequent years of the scheme, 
because the first 12 months included a number of prescrip- 
tions dispensed before March 1, 1960, when the fee of 5s. 
was not payable. The average cost of each prescription was 
18s. 8d. Two types of prescription were provided under the 
scheme—extemporaneously prepared and ready prepared. 
Extemporaneously prepared prescriptions were those which 
were compounded by chemists from a number of ingredients; 
ready-prepared prescriptions were those supplied by 
chemists from stocks purchased in the finished form from 
manufacturers or wholesalers. Ready prepared prescriptions 
cost an average of 21s. 8d. each, compared with 9s. 5d. for 
each prescription prepared by chemists extemporaneously. 
Seventy-four per centwm of prescriptions were ready pre- 
pared; 26% were extemporaneously prepared. Dr. Cameron 
then set out as follows the approximate distribution between 
manufacturer, wholesaler and chemist of the average 
expenditure on the two groups of prescriptions: (i) average 
cost of prescription: ready prepared, 21s. 8d.; extempo- 
raneous, 9s. 5d.; (ii) manufacturer: ready prepared, 12s. 1d. 
(56%); extemporaneous, 1s. 10d. (20%); (iii) wholesaler: 
ready prepared, 1s. 9d. (8%); extemporaneous, 6d. (5%); 
(iv) chemist: ready prepared, 7s. 10d. (36%); extempo- 
raneous, 7s. 1d. (75%). 


Eleanor Roosevelt International Cancer Fellowships. 


The International Union Against Cancer, through funds 
made available by the Eleanor Roosevelt Cancer Foundation, 
will award annually fellowships for research on cancer. 
These fellowships have been created in the belief that the 
international exchange of scientists between centres with 
kindred interests will facilitate the sharing of knowledge 
and thereby contribute to the control of cancer. These are 
senior post-doctoral awards, designed for the support of 
persons who, as full-time members of the staff of univer- 
sities, teaching hospitals, research laboratories or other 
institutions, have demonstrated interest and outstanding 
ability or promise as independent investigators in the field 
of research on basic cancer, its experimental and clinical 
aspects, and who wish to broaden their experience by a 
period of study in another country. The duration of the 
fellowships ordinarily will be one year, but this period may 
be extended or shortened in special circumstances. The 
stipend will be based on the current salary of the applicant 
and the salary of persons of comparable qualifications in the 
place where the applicant expects to study. An allowance 
will be made for dependants and for costs of travel to and 
from the fellow’s residence and the institution where he 
will work. 

Application forms and additional information may be 
obtained from the International Union Against Cancer, P.O. 
Box 400, Geneva 2, Switzerland. 


Mominations and Elections. 


THE undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 

Burrow, Kerry Reginald, M.B., B.S., 1960 (Univ. Sydney), 
Canterbury District Memorial Hospital, Campsie. 


Deaths. 


Tue following deaths have been announced: 

Monx.—Marjorie Monk, on May 9, 1961, at Sydney. 

Mi.es.—Eric Hilton Miles, on May 11, 1961, at Sutherland, 
N.S.W 

ANDERSON. —Joseph Ringland Anderson, on May 14, 1961, 
at Toorak, Victoria. 

Burke.—Thomas Adrian Burke, on May 14, 1961, at 
Armadale, Victoria. 

Arnotr.—Halse Rogers Arnott, on May 14, 1961, at Sydney. 


Diary for the Month. 


1.—South Australian Branch, B.M.A.: Council Meeting. 
2.—Queensland Branch, B.M.A.: Clinical Meeting, Bris- 
bane Hospital Clinical Society. 
6.—New South Wales Branch, B.M.A.: Organization and 
Science Committee. 
7.—Western Australian Branch, B.M.A.: Branch Council. 
7.—Victorian Branch, B.M.A.: Branch ‘Meeting. 
8.—New South Wales Branch, B.M.A.: Public Relations: 
Committee. 
9.—Queensland Branch, B.M.A.: Council Meeting. 
JUNE 13.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 
JUNE 16.—New South Wales Branch, B.M.A.: Ethics Committee. 
JUNE 19.—Victorian Branch, M.A.: Finance Sub-Committee. 
JUNB 20.—New South Wales Branch, B.M.A.: Medical Politics 


Committee 
JuNp 21.—Western Australian Branch, B.M.A.: General Meeting. 
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Wedical Appointments: Important Motice, 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or 
with the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): Medical Officers to Sydney City Council. 
All contract practice appointments in New South Wales. 
Members are requested to consult the Medical Secretary 
before undertaking practice in dwellings owned by the 
Housing Commission. 


South Australian Branch (Honorary Secretary, 80 Brougham 
North All contract practice appeintnents 
uth 


Editorial Motices. 


ALL articles submitted for publication in this Journal shoulé 
be typed with double or treble spacing. Carbon copies shoulé 
not be sent. Authors are requested to avoid the use of 
abbreviations, other than those normally used by the Journal, 
and not to underline either words or phrases. 

Authors of papers are asked to state for inclusion in the 
title their principal qualifications as well as their relevant 
appointment and/or the unit, hospital or department 
which the paper comes. 

References to articles and books should be carefully checked. 
In a reference to an article in a journal the  Siewing 
information should be given: surname of author, initials of 
author, year, full title of article, name of journal, volume, 
number of first page of article. In a reference to a book the 
following information should be given: surname of author, 
initials of author, year of publication, full title of book, 
publisher, place of publication, page number (where relevant). 
The abbreviations used for the titles of journals are those 
of the list known as “World Medical Periodicals” (published 
by the World Medical Association). If a reference is made 
to an abstract of a paper, the name of the original journal, 
together with that of the journal in which the abstract has 
appeared, should be given with full data in each instance. 

Authors submitting illustrations are asked, if possible, to 
provide the originals (not photographic copies) of line 
drawings, graphs and diagrams, and prints from the original 
negatives of photomicrographs. Authors who are. not 
accustomed to preparing drawings or photographic prints for 
reproduction are invited to seek the advice of the Editor. 

Original articles forwarded for publication are understood to 
be offered to THs MEpIcAL JOURNAL OF AUSTRALIA alone, unless 
the contrary is stated. 

All communications should be addressed to the Editor, THE 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2-3.) 

Members and subscribers are requested to notify the Manager, 
THE MEDIcAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this Journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such notification is received within one month. 

SuBSCRIPTION RatTes.—Medical and others not 
receiving THe MEDICAL JOURNAL AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in Australia can become subscribers to the Journal by applying 
to the Manager or through the usual agents and booksellers. 
Subscriptions can commence at the beginning of any quarter 
and are renewable on December 31. The rate is £6 per annum 
within Australia and the British Commonwealth of Nations, 
and £7 10s. per annum thin America and foreign countries, 
payable in advance. 
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